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Manuscript title  

Everyday activities when living at home with advanced cancer: a cross-sectional study. 

Abstract  

Objective 

This study aimed at exploring everyday activities of people with advanced cancer living at home; which 

everyday activities they perform; perceived and observed quality of performance of self-care and 

household activities; which activities they would like to be able to perform; and determine any gender 

differences.  

Methods 

Outpatients (n=164) with advanced cancer were recruited from Danish oncology units. Data were based 

on medical hospital records, standardized questionnaires, a one-day diary, standardized interviews and 

standardized observations. All data were subject to descriptive and statistical analyses. 

Results 

More than 95% of the study sample was classified in ECOG performance status 1 and 2. Compared to 

population-based norms the participants reported lower levels of global health and quality of life, as well 

as lower physical and role functioning. Across gender, participants spent the majority of the day involved 

in self-care and leisure activities. They reported to perform self-care independently without risk, although 

60% reported problems with mobility. While heavy household activities were reported as most 

problematic, participants prioritized support to engage in more active leisure and social activities.  

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

Conclusion 

People with advanced cancer experience problems related to performance of and engagement in 

everyday activities indicating a need for palliative rehabilitation services.  

 

Key words (at least 6) 

Gender, Self-care, Leisure Activities, Activities of Daily Living, Diary, Cancer. 

Introduction 

People with advanced cancer experience problems related to everyday activities caused by diagnosis-

specific symptoms and/or treatment-related side-effects (Cheville, Troxel, Basford, & Kornblith, 2008; 

Johnsen, Petersen, Pedersen, & Groenvold, 2009; Johnsen, Petersen, Pedersen, Houmann, & Groenvold, 

2013). Everyday activities denote what people do as individuals, in families and with communities to 

occupy time and bring meaning and purpose to life. They involve activities people need to, want to and 

are expected to do including work, leisure, social activities, mobility, household and self-care activities. In 

a study involving people diagnosed with advanced cancer (n=ごげげょ, ぐこ% reported ╅a little╆ and ぎが% ╅quite a 

bit╆ problems with work and daily activities (Johnsen et al., 2013). In another study a significant proportion 

of women with metastatic breast cancer (n=163) reported difficulties with at least one self-care (43%) and 

household (74%) activity (Cheville et al., 2008). Moreover, in studies involving elderly people with various 

diagnoses and people with brain injury, it has been documented that types of everyday activities present 

in a person╆s life to some extend is determined by gender (Niti, Ng, Chiam, & Kua, 2007; Waehrens & 

Fisher, 2009). Similar information is not available about people with advanced cancer.   

 As health care for people with advanced cancer has shifted towards out-patient treatment 

combined with homecare provision (The Danish Government, 2016; Wilson, Hewitt, Thomas, & 

Woytowich, 2014), they predominantly spend time at home (la Cour, Nordell, & Josephsson, 2009). 

Consequently, as more people with advanced cancer live for a longer period, an increasing number of 

individuals is expected to spend more time at home with decreased ability to perform and participate in 

needed and desirable everyday activities. Since ability to perform self-care and household activities is 

crucial for independent functioning at home, and because involvement in leisure and social activities is 

essential to quality of life, there is an increasing need for palliative rehabilitation. Still, to plan palliative 

rehabilitation and enable a better everyday life and higher quality of life among people living at home 

with disability following advanced cancer, more detailed knowledge is needed about their everyday 
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activities, including their ability to participate in needed and desirable activities and potential gender 

differences to be considered.  

Accordingly, the overall aim was to explore the everyday activities of people with advanced 

cancer living at home. The specific aims were to describe (a) the kind of everyday activities they do 

perform, (b) perceived and observed quality of their performance of self-care and household activities, 

(c) which activities they would like to be able to perform/perform with less difficulty and finally, (d) 

determine potential gender differences.  

Methods 

Participants 

Hospital staff recruited participants among outpatients from oncology units from January 2013 to April 

2014. Inclusion criteria were: ≥18 years old; diagnosed with disseminated cancer; receiving palliative 

interventions in outpatient units; estimated survival time of > four months; Eastern Cooperative Oncology 

Group (ECOG) Performance Status (Oken, Creech, Tormey, & al., 1982) score of 1–3 (indicating degrees of 

functional difficulties). Furthermore, participants should be living at home or in sheltered living and able 

to fill in questionnaires and participate in interviews.  

Design and procedures 

The study was part of a larger project: ╅Activity, Cancer, and Quality of Life at (ome╆, had a descriptive 

cross-sectional design and involved data collection based on a combination of standardized 

questionnaires, a one-day diary, interviews and standardized observations. Information about 

participants╆ cancer diagnoses was extracted from hospital medical records.  

 After inclusion participants received questionnaires and diary by mail to be filled in within 

one week prior to a home visit. Home visits were conducted by four trained occupational therapists (OTs) 

employed as data collectors. During home visits the OTs performed interviews and observations 

according to instrument-specific standardized procedures. 

Instrumentation 

A basic information questionnaire (BIQ) concerning socio-demographic information, the European 

Organization for Research and Treatment of Cancer (EORTC) Core Quality of Life Questionnaire (QLQ-

C30) (Aaronson et al., 1993) and the One-day TGM diary (Ellegård & Nordell, 1997; la Cour et al., 2009)  

were sent out by mail.  
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EORCT QLQ-C30 

EORTC QLQ-C30 (v 3.0) is a 30-item instrument encompassing five multi-item scales physical, role, social, 

emotional and cognitive functioning and a combined scale of global health and quality of life. 

Furthermore, three multi-item scales (fatigue, nausea and vomiting, pain) and six single items (dyspnoea, 

constipation, sleeping problems, appetite loss, diarrhea, financial problems) are related to symptoms 

(Aaronson et al., 1993). Twenty-eight of 30 items are rated using a four-point Likert-type ordinal scale 

(1=not at all – 4=very much), and the two remaining items, addressing global health and global quality of 

life, rated on a seven-point scale. Raw scores are transformed to zero-to-100-scales, with ╅がかか╆ reflecting 

highest functioning or highest symptomatology, respectively (Fayers et al., 2001). Scores can be 

interpreted based on overall and gender-specific population-based norms (Klee, Groenvold, & Machin, 

1997; Schwarz & Hinz, 2001; Scott, Fayers, Aaronson et al., 2008). The EORCT-QLQ-C30 has demonstrated 

sufficient psychometric properties among cancer patients (Groenvold, Klee, Sprangers, & Aaronson, 

1997). 

One-day TGM diary 

A semi-structured one-day diary based on the Time Geographical Method (TGM) was used to acquire 

knowledge about how participants spent time in various everyday activities (Ellegård & Nordell, 1997; la 

Cour et al., 2009). The participants recorded the activities, they undertook during a day of their own 

choice, when and for how long, alone or with someone, and how they were doing in terms of physical 

discomfort and emotional state.  

 

Instruments applied during the home visit included the ADL-Interview (ADL-I), the Individually Prioritised 

Problems Analysis (IPPA), and the Assessment of Motor and Process Skills (AMPS).  

ADL-I 

ADL-I is a standardized interview developed to describe and measure quality of performance of self-care 

and household activities (termed activities of daily living, ADL) based on self-report (Wæhrens, Bliddal, 

Danneskiold-Samsøe, Lund, & Fisher, 2012; Wæhrens, 2010). The person is asked to evaluate quality of 

performance in 31 self-care (i.e. personal ADL, PADL) activities based on the last 24 hours and 16 

household (i.e. instrumental ADL, IADL) activities based on the last week. Seven response categories 

reflecting efficiency, effort/fatigue, safety and independence are offered: [a] I perform the task 

independently without use of extra time or effort and without risk; [b] I perform the task independently 

but use an assistive device; [c] I perform the task independently, but it takes me extra time; [d] I perform 
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the task independently, but I use extra effort/get tired; [e] I perform the task independently, but there is 

a risk that I might injure myself; [f] I need assistance from someone, but do participate; and [g] The task 

is performed by others for me – ) cannot participate actively. )rrelevant tasks are marked ╅Not relevant╆. 

These response categories are generally used to help the person specify the types of problems, but to 

create a scale of increasing competence to measure ability, responses are re-scored using a four-category 

ordinal scale Competent (score=3; categories [a] and [b]), Using extra time/effort (score=2; categories [c] 

and [d]), Need for help/ safety risk (score=1; categories [e] and [f]) and Unable (score=0; category [g]). 

In this study, ADL-I data was used to describe self-reported quality of performance on each activity for 

groups of male and female participants and to generate overall linear measures of single participants╆ 

self-reported quality of ADL performance. ADL-I can be used to generate valid and reliable linear 

measures of self-reported quality of ADL performance in persons with long term and/or chronic disease 

(Bendixen, Wæhrens, Wilcke, & Sørensen, 2014; Nielsen & Wæhrens, 2015; Wæhrens et al., 2012). 

IPPA 

IPPA was used to determine which everyday activities participants would like to be able to 

perform/perform with less difficulty. IPPA is a structured interview-based instrument originally developed 

for outcome evaluation in the field of assistive technology (Wessels et al., 2000; Wessels, Persson, & 

Lorentsen, 2002). While IPPA consists of a baseline and a follow-up interview, when used to evaluate 

outcome, only the baseline interview was carried out in the present study. The persons first identify 

problems in everyday activities and then select up to seven activities that they would like to be able to 

perform/perform with less difficulty. Finally, the persons rate each activity in terms of importance and 

difficulty by means of five-point ordinal scales: 1. Not important at all – 5. Very important; 1. Very easy – 5. 

Too difficult to carry out.  

 IPPA has been translated into Danish by means of dual panel approach, followed by a 

language and content validation study (National Board of Social Services, 2013). The construct validity 

and responsiveness of the IPPA have been found satisfactory (Wessels, 2004). A Danish study among 

older assistive device users showed that observed agreement was excellent (90.3%) and test-retest 

reliability satisfactory ゅκW 0.68) ( EATS Clearinghouse, 2013). 

AMPS  

AMPS (Fisher & Jones, 2010a; Fisher & Jones, 2010b) is a standardized observation-based evaluation tool 

used to measure a person╆s observed quality of ADL task performance in terms of physical effort and/or 
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fatigue, efficiency, safety and independence. When administering AMPS, persons being evaluated choose 

and perform at least two standardized ADL tasks of relevance and appropriate challenge. Two domains 

are evaluated: motor skills (16 items) and process skills (20 items). Quality of each skill is evaluated on a 

four-point ordinal scale (4 = competent; 3 = questionable; 2 = ineffective; 1 = severely deficient) according 

to item specific scoring criteria in the AMPS manual (Fisher & Jones, 2010b). Computer software (Three 

Star Press, 2010) is used to convert ordinal raw scores into overall linear ADL motor and ADL process 

ability measures adjusted for task challenge, skill item difficulty and rater severity. The measures are 

expressed in logits (log-odds probability units) (Fisher & Jones, 2010a). Numerous studies have 

established valid and reliable AMPS ADL ability measures across gender, age and diagnostic groups 

(Fisher & Jones, 2010a).  

Ethical considerations  

Approval from the Danish Data Protection Agency was obtained (project_ID:S-20122000-96-CKH/csf). The 

local Research Ethics Committee decided that the study did not need approval. The study was carried out 

according to the Helsinki criteria. Thus, the participants received verbal and written information 

regarding purpose of the study, rights to withdrawal and confidentiality. Written informed consent was 

obtained from all participants. 

Data analyses 

Analysis of TGM diary data 

To determine which everyday activities the participants perform, data derived from the diaries were 

analysed using TGM software (Ellegård & Nordell, 2011). Diary entries were coded according to the 

following structure: 1) activity context: a) self-care, b) care for others, c) household, d) leisure, e) 

transportation, f) procurement and preparation of food, and g) work; 2) geographical context (location 

and movements); 3) social context (social circle and interaction); 4) experiential context: a) bodily 

physical discomfort and b) state of mind. The software program was used for descriptive analyses of each 

context including duration and frequency of activities.  

Statistical analyses 

To describe and measure participants╆ self-reported quality of ADL performance ADL-I data re-scored into 

the four categories previously mentioned, were used. If a task was marked Not relevant a fifth category 

was formed. Frequencies of each of these five categories were presented in two stacked bar charts 

representing male and female participants, respectively. In addition, Rasch measurement methods were 
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used to convert ordinal ADL-I scores (scores 3-to-0) into overall linear (interval scale) measures of single 

persons╆ self-reported quality of ADL performance, adjusted for difficulty of the ADL activity using the 

Rasch computer program WINSTEPS® version 3.68.2 (Linacre, 2009). Detailed information about 

procedures related to generating ADL-I ability measures can be found elsewhere (Wæhrens, 2010).  

Rasch measurement methods were also used to convert ordinal AMPS data into overall 

linear measures of observed quality of ADL performance using AMPS9 software (Three Star Press, 2010). 

AMPS ADL ability measures may be interpreted in terms of competence, norms, need of assistance and 

quality of performance (Table 1) (Fisher & Jones, 2010a; Fisher & Jones, 2010b). The measures were first 

interpreted relative to a criterion of competence. The number of participants with AMPS ADL ability 

measures above 2.0 logits on the ADL motor scale and 1.0 logit on the ADL process scale indicating 

competent ADL task performance (i.e. no increase in physical effort, efficient, safe and independent) was 

determined. Second, AMPS ADL ability measures were interpreted from a norm-based perspective by 

determining the number of participants with age-equivalent AMPS ADL ability measures. Third, AMPS 

ability measures were interpreted relative to cut-offs for predicting need for physical and/or verbal 

assistance with ADL (Fisher & Jones, 2010b; Merritt, 2010). Thus, an AMPS ADL motor ability measure 

below 1.5 logits in combination with an ADL process ability measure below 1.0 logit indicates a potential 

need for assistance to live in the community. Finally, an AMPS ADL motor ability measure below 1.0 logit 

in combination with an ADL process ability measure below 0.7 logit indicates that the person likely needs 

moderate to maximal assistance to live in the community (Fisher & Jones, 2010b; Merritt, 2010). Based on 

these criteria, the number of participants in each category was identified.  

To determine which everyday activities the participants would like to be able to perform or 

perform with less difficulty; the prioritized activity problems identified by IPPA were classified according 

to the second level of the Activity and Participation component of the International Classification of 

Functioning, Disability and Health (ICF).  

 Descriptive and statistical analyses were performed using IBM SPSS Statistics 22.0 (IBM 

Corporation). Normally distributed interval scale data was analysed using parametric statistics and 

reported in means, standard deviations (SD), minimum (min.) and maximum (max.) values. Gender 

differences were evaluated based on Independent Samples t-test. Ordinal scale data and data with a 

skewed distribution was analysed using non-parametric statistics and reported in medians and quartiles. 

Here, gender differences were examined based on Z test, Independent Samples Mann-Whitney U-test, 

Chi-2 test (IPPA) and non-parametric estimation of Cohen╆s d (Lenhard W, 2016). Statistical significance 

was set at p<0.05. Number of participants included in each analysis was reported.  
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Sample size calculation 

A sample size of 163 was calculated considering a power of 80%, a confidence level of 95%, an effect size 

of 0.5 and a standard deviation of 1.14 on measures of self-reported ADL ability (ADL-Interview) based on 

the first 80 participants enrolled in the study (Hulley SB, 2013). 

 

Results 

Participant characteristics 

Overall, 285 people with advanced cancer were recruited and examined for eligibility. Of these, 121 (42.5%) 

were not included; 11 (9.1%) were ineligible and 80 (66.1%) declined participation for the following reasons: 

lack of physical and/or mental resources (n=48; 39.7%); lack of interest (n=13; 10.7%); exacerbation (n=10; 

8.1%); and other (n=9; 7.3%). Finally, data on reasons for exclusion were missing for 30 (24.8%) persons. 

The 121 non-participants (n=69 males; 57%) had a mean age of 68.9 years and their ECOG PS scores were 

distributed as follows: PS0=8 (6.6%), PS1=60 (49.6%), PS2=31 (25.6%), PS3=6 (5%) and missing for 16 (13.2%)  

 Hence, 164 participants (n=84 males, 51.2%), mean age 67.2 years, were enrolled (Table 2). 

Based on the BIQ, main diagnoses represented in the sample were cancer in the lungs, colon/rectum, 

breast and prostate. Except for breast and prostate cancer only gender difference related to diagnosis 

was seen in skin cancer (males >90%). More than 95% of the study sample was classified in ECOG PS1 and 

PS2. Almost 45% had finished high school, two third of these were females. According to the BIQ, more 

than 85% had either retired, received disability pension or were on sick leave. One third of the sample 

lived alone and living place was evenly distributed across categories from villages to larger cities. 

 Compared to population-based norms the participants reported lower levels of global 

health and quality of life, and lower physical and role functioning on the EORCT-QLQ-C30  (Table 2) 

(Scott et al., 2008). Also, female participants reported lower levels of social functioning. Participants╆ 

levels of emotional and cognitive functioning were within normal ranges and gender difference in 

emotional functioning identical to the general population (Klee et al., 1997; Schwarz & Hinz, 2001). 

Participants overall reported higher levels of dyspnoea, pain and fatigue, and while male participants 

described insomnia, female participants suffered from appetite loss, diarrhea, nausea and vomiting.   

Everyday activities the participants do perform 

Diary data indicated that participants spent most of the day (~60%) performing self-care 

activities, such as personal hygiene, resting and sleep (Figure 1a). The second largest group was leisure 
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activities including watching television and reading the newspaper. Female participants spent 

significantly more time procuring and preparing food than males (U = 1533,00; p = .020), whereas male 

participants spent significantly more time on work (U = 1829,00; p = .020). Still, effect sizes were small (d 

= 0.42) in both cases. For most of the time the participants experienced no or minor physical discomfort 

while performing activities, but still perceived some moderate to severe activity-related discomfort 

during the day (Figure 1b). Finally, participants spent most of the time (55-60%) with someone (Figure 1c). 

No further gender differences were identified in the diary data.  

Perceived and observed quality of performance 

Overall, most participants reported to perform self-care activities independently without use of extra 

time, effort or risk during the ADL-I interview (Figure 2). Still, transfer between floors (typically stairs) and 

transfer outdoors were reported as problems in about 60% of the cases, mainly related to use of extra 

time and effort. Minor gender differences were seen in self-care activities related to transferring 

outdoors, shaving/using makeup, pedicuring and reading. The participants mainly used car for 

transportation and only few reported problems with this. In terms of the remaining household activities, 

the majority of the sample reported using extra time and effort, being at risk or in need of help. Gender 

differences were seen in almost all household activities, with men reporting more need of help for 

cooking, daily cleaning and doing laundry. In contrast, more women reported need of assistance for 

shopping. Still, no gender differences were seen in overall measures of self-reported quality of ADL task 

performance based on the ADL-I measures (Table 3).  

 With sample means of AMPS ADL motor and ADL process ability at 1.05 (0.74) and 0.90 

(0.45) logits, respectively, most participants had ability measures below the two competence cut-offs 

(Tables 1 and 3). This indicates that the participants overall performed ADL tasks with increased physical 

effort, decreased efficiency, safety risk and need for assistance. Especially their observed ADL motor 

ability seemed affected with a sample mean almost one logit below the competence cut-off. Thus, 89% 

of the sample obtained a measure below the 2.0 logits ADL motor competence cut-off, implying that 

performance of ADL for most participants was associated with mild to moderate increased physical effort 

and/or fatigue. Moreover, >60% of the sample had an ADL motor ability below age expectations. Their 

ADL process ability was less affected with a sample mean just below the 1.0 logit competence cut-off and 

only one third (36.8%) had ADL process ability measures below age expectations. Still, 76.5% of the sample 

had measures indicating need of assistance in ADL. Only gender difference in observed quality of ADL 

task performance was seen in the number of participants with measures indicating independence with a 

significantly lower number of women being independent in ADL.  
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Activities they would like to be able to perform 

According to the IPPA interview, the three most frequently prioritized categories of activity problems 

concerned ╅community, social and civic life’ ゅぎき.き%ょ involving hobbies and craft, followed by ╅domestic life’ 

ゅきげ.く%ょ, for instance gardening, and ╅mobility’ (25%) (Table 4). The only gender difference identified 

concerned ╅maintenance of dwelling and furnishings╆ in the domestic life category, where men were more 

likely to prioritize to have these activity problems solved. 

 

Discussion 

This study explored the everyday life of people with advanced cancer living at home.  Overall, the results 

revealed that participants spent considerable time at home predominantly engaged in self-care and 

sedentary leisure. The majority of participants reported independence in self-care activities, but problems 

performing household activities in terms of extra time, effort, safety risk or need of assistance. Similarly, 

when observed during ADL task performance participants generally performed ADL tasks with increased 

physical effort, decreased efficiency, safety risk and need for assistance.  Especially their observed ADL 

motor ability was affected by physical effort and/or fatigue. Overall, based on observation, most of the 

sample needed assistance for household activities at home. Still, participants prioritized support to 

engage in more active leisure and social activities over household activities.  

 In a previous study la Cour et al. (la Cour et al., 2009) concluded, based on a combination 

of diaries and interviews, that people with advanced cancer (n=45) spent most time at home dominated 

by self-care (61%) and sedentary leisure (22%). The present study confirmed these results in a larger sample 

finding very similar patterns. A sedentary life spent at home may be perceived as a contrast to a more 

active and involving daily life before the cancer, potentially impacting the overall well-being of those 

affected (Peoples, Brandt, Wæhrens, & la Cour, 2017). Moreover, Morgan et al. (Morgan, Currow, Denehy, 

& Aranda, 2017) identified that the ability to continue an active life style is affected by bodily decline 

demanding constant adjustments. Similar results were found in the present study, showing that 

increased physical effort and/or fatigue prevented participation in desired leisure and social activities. 

 The participants generally reported independence in self-care, whereas the majority 

reported problems related to heavy household activities like laundering and weekly cleaning. Many 

reported not being able to perform such activities, which is supported by the diary data suggesting that 

the participants spent very little time on household chores. The observation-based measures of ADL 
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ability further support this by establishing that almost all participants performed the ADL tasks with 

increased physical effort and/or fatigue and that the majority needed assistance. While physical effort 

and fatigue could be one explanation for having household activities performed by others, another 

explanation could be that participants wanted to spend time and energy on other types of everyday 

activities. This is supported by the participants expressing needs for engagement in hobbies, sports, 

gardening, walking and biking, along with prioritizing time to socialize. Such discrepancies between self-

reported and observed problems and participants╆ self-formulated priorities must be considered, when 

tailoring interventions for this group, ensuring that the intervention is client centred and the person╆s 

prioritized activities are the starting point for the intervention process (Fisher, 2009).  

Although other studies have investigated ADL needs among people with advanced cancer 

(Johnsen et al., 2013; Lindahl-Jacobsen, Hansen, Wæhrens, la Cour, & Søndergaard, 2015; Rainbird, 

Perkins, Sanson-Fisher, Rolfe, & Anseline, 2009), to our knowledge this is the first study to investigate in 

more detail the observed ADL ability among this target group in terms of competence, dependency and 

age-equivalence. By applying the AMPS, we were able to document that people with advanced cancer 

generally have decreased quality of ADL performance and need of assistance. In fact, their ability was 

similar to that of people with Fibromyalgia also experiencing chronic pain and fatigue (Amris, Wæhrens, 

Jespersen, Bliddal, & Danneskiold-Samsøe, 2011) and far below that of healthy older adults >80 years of 

age (Fisher & Jones, 2010a).  

 In this study sample, men and women overall had similar levels of self-reported and 

observed ADL ability, but minor gender differences were identified in terms of types of everyday activities 

being performed and prioritized. For example, women spent time preparing food, whereas men spent 

time on work. And men reported more need of help for cooking, daily cleaning and doing laundry. Similar 

gender differences have been reported in other populations; e.g. in a sample of people with brain injury, 

where cooking was easier for women (Waehrens & Fisher, 2009) and in elderly, where men were more 

likely to report needing help with preparing meals and doing laundry than women (Niti et al., 2007). Thus, 

men and women seem to be challenged by different types of household activities regardless of their 

overall ability. Rather, differences may be explained by gender roles and how chores are shared in a 

family. Such differences must be taken into consideration, when developing interventions to address 

problems related to everyday activities in this target group.  

In the future, studies examining e.g. most important determinants of self-reported and 

observed ADL, respectively, among people living with advanced cancer, could be conducted, based on 

the present data.  
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Strengths and limitations  

Despite the advanced stages of disease, it was possible to recruit a relatively large sample and a special 

strength of this study was that data were collected primarily in participants╆ homes providing unique 

insights into their ability to engage in everyday activities in their living contexts. Knowledge that has not 

been retrieved to similar extends in previous research. Further, it can be considered a strength that 

different data sources like questionnaire, diary, standardized interview and observation were combined 

in order to create a more detailed picture of the participants╆ everyday activities. 

A limitation of this study was that participants were not excluded if diagnosed with other 

diseases besides the cancer diagnosis. Thus, some participants may have other diseases also influencing 

their everyday activities. Another limitation may be that the psychometric properties of the One-Day TGM 

diary have not been established. The fact that the participants could choose any day to report their 

activities may introduce bias. However, prior studies show that once participants have chosen a day to 

register, they continue with that day reporting that they never know how each day develops (la Cour et 

al., 2009). Finally, the majority of the participants in the study was classified in ECOG PS1 and PS2, limiting 

the information about everyday activities in people with advanced cancer with higher level of functional 

difficulties.  

 

Conclusion 

For the participants with advanced cancer everyday life was dominated by self-care and sedentary leisure 

activities. Across gender, they reported most problems with physically demanding household activities 

but prioritized to be able to engage in leisure and social activities, which should be taken into 

consideration by offering individualised, client centered services, including rehabilitation and home care, 

in this target group. 

The study contributes with important knowledge about the specific everyday activity 

problems that people with advanced cancer experience as well as the activities they prioritize to perform 

at home. Researchers and clinicians can draw on this knowledge, when developing and implementing 

home-based interventions for this target group.  
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Tables 

Table 1. Interpretation of Assessment of Motor and Process Skills (AMPS) ability measures 

Criterion AMPS ADL Motor AMPS ADL Process 

Competence   

Competent >2.0 logits >1.0 logits 

   

Independence   

Potential need for assistance to live in the community 1.0 - 1.5 logits 0.7 - 1.0 logits 

Likely needs moderate to maximal assistance to live in the community <1.0 logits <0.7 logits 

   

Quality of performance   

Mild to moderate increased physical effort or fatigue 0.5 – 1.7 logits  

Moderate to marked increased physical effort or fatigue -0.5 – 0.5 logits  

Mild to moderate inefficiency/disorganisation  0.0 – 0.7 logits 

Moderate to marked inefficiency/disorganisation  -0.2 – 0.0 logits 

 

 

Table 2. Participant characteristics and gender differences 

   Total sample さ Males ささ Females ささ n  

Gender, n (%) 164 (100.0) 84 (51.2) 80 (48.8) 164  

Age (y), mean (SD) 67.2 (10.1) 67.6 (8.9) 66.8 (11.3) 164  

Diagnosis, n (%) 

Brain 

Breast 

Colon & rectum 

Lung 

Prostate 

Skin 

Other し 

Unknown 

 

12 (7.3) 

24 (14.6) 

24 (14.6) 

31 (18.9) 

19 (11.6) 

11 (6.7) 

32 (19.5) 

11 (6.7) 

 

7 (58.3) 

0 (0.0) 

14 (58.3) 

18 (58.0) 

19 (100.0) 

10 (90.9) 

13 (40.6) 

3 (27.3) 

 

5 (41.6) 

24 (100.0) 

10 (41.6) 

13 (42.0) 

0 (0.0) 

1 (9.1) 

19 (59.4) 

8 (72.7) 

164  

ECOQ performance status, n (%) 

PS1 

PS2 

PS3 

 

82 (51.3) 

71 (44.4) 

7 (4.3) 

 

47 (57.3) 

31 (43.6) 

4 (57.1) 

 

35 (42.7) 

40 (56.4) 

3 (42.9) 

160 
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High school or higher education, n (%) 71 (44.9) 24 (33.8) 47 (66.2) 158  

Occupational status, n (%) 

Working 

Disability pension 

Retired 

Sick leave 

Unemployed 

 

20 (12.7) 

25 (15.8) 

105 (66.5) 

7 (4.4) 

1 (0.6) 

 

14 (70.0) 

10 (40.0) 

52 (49.5) 

4 (57.1) 

0 (0.0) 

 

6 (30.0) 

15 (60.0) 

53 (50.5) 

3 (42.9) 

1 (100.0) 

 

158 

 

      

Living alone, n (%) 51 (32.3) 22 (43.1) 29 (56.9) 158  

Living place, n (%) 

In a large city 

In a city 

In a town 

In a village 

 

40 (25.8) 

22 (14.2) 

46 (29.7) 

47 (30.3) 

 

20 (50.0) 

10 (45.5) 

22 (47.8) 

27 (57.4) 

 

20 (50.0) 

12 (54.5) 

24 (52.2) 

20 (42.6) 

155  

EORCT-QLQ-C30 

Global health/quality of life §, median (IQR) 

Functioning scores §, median (IQR) 

Physical functioning 

Role functioning 

Emotional functioning 

Cognitive functioning 

Social functioning 

Symptom scores §§, median (IQR) 

Dyspnoea 

Pain 

Fatigue 

Insomnia 

Appetite loss 

Nausea and vomiting 

Constipation 

Diarrhoea 

Financial difficulties 

 

50.0 (33.3-66.7) 

 

60.0 (40.0-80.0) 

50.0 (16.7-66.7) 

75.0 (58.3-91.7) 

83.3 (66.7-100.0) 

66.7 (50.0-100.0) 

 

33.3 (0.0-41.7) 

33.3 (0.0-66.7) 

55.6 (33.3-66.7) 

33.3 (0.0-33.3) 

33.3 (0.0-66.7) 

0.0 (00.0-16.7) 

0.0 (0.0-33.3) 

0.0 (0.0-33.3) 

0.0 (0.0-0.0) 

 

58.3 (33.3-66.7) 

 

60.0 (46.7-80.0) 

33.3 (16.7-66.7) 

83.3 (75.0-100.0) 

83.3 (66.7-100.0) 

83.3 (66.7-100.0) 

 

33.3 (0.0-66.7) 

33.3 (0.0-66.7) 

55.6 (33.3-77.8) 

33.3 (0.0-33.3) 

0.0 (0.0-66.7) 

0.0 (0.0-33.3) 

0.0 (0.0-33.3) 

0.0 (0.0-33.3) 

0.0 (0.0-0.0) 

 

50.0 (35.4-64.6) 

 

66.7 (40.0-80.0) 

50.0 (16.7-66.7) 

75.0 (50.0-91.7) 

83.3 (50.0-100.0) 

66.7 (50.0-100.0) 

 

33.3 (0.0-58.4) 

33.3 (16.7-66.7) 

55.6 (33.3-77.8) 

16.7 (0.0-33.3) 

33.0 (0.0-66.7) 

16.7 (0.0-33.3) 

0.0 (0.0-33.3) 

33.3 (0.0-33.3) 

0.0 (0.0-0.0) 

 

155 

 

152 

149 

149 

153 

151 

 

154 

150 

150 

153 

156 

152 

156 

155 

156 

Reference values* 

75.0 (58.3-83.3) 

 

100.0 (86.7-100.0) 

100.0 (66.7-100.0) 

83.3 (66.7-100.0) 

100.0 (83.3-100.0) 

100.0 (83.3-100.0) 

 

0 (0.0-33.3) 

0 (0.0-33.3) 

22.2 (0.0-33.3) 

0 (0.0-33.3) 

0 (0.0-0.0) 

0 (0.0-0.0) 

0 (0.0-0.0) 

0 (0.0-0.0) 

0 (0.0-0.0) 

      

Significant gender differences are marked in bold with a significance level at p<0.05, evaluated based on Z tests and 

Independent Samples Mann-Whitney U test.   

さ Number and percent of total sample.  

ささ Number and percent within variable.  
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し Diagnoses presenting < 10 times in the sample (bladder, cervix, endocrine glands, oesophagus, Kaposis sarcoma, kidney and 

other urinary organs, leukaemia, ovary & oviduct, pancreas, uterus).  

§ Higher scores indicate higher functioning and global health/quality of life.  

§§ Higher scores indicate more symptoms.  

* EORTC QLQ-C30 general population reference values, 2008. 

 

Table 3 Measures of self-reported and observed quality of ADL performance 

   Total sample Males Females n 

Self-reported ADL ability (ADL-I) in logits, mean (SD) 2.04 (1.24) 2.10 (1.40) 1.97 (1.05) 162 

Observed ADL Motor ability (AMPS) in logits 

mean (SD) 

Below competence cut-off at 2.0 logits, n (%) 

Below age expectations, n (%) 

 

1.05 (0.74) 

121 (89.0) 

83 (61.0) 

 

1.10 (0.81) 

58 (48.0) 

38 (45.8) 

 

1.01 (0.68) 

63 (52.0) 

45 (54.2) 

136 

Observed ADL Process ability (AMPS) 

mean (SD) 

Below competence cut-off at 1.0 logits, n (%) 

Below age expectations, n (%) 

 

0.90 (0.45) 

76 (55.9) 

50 (36.8) 

 

0.91 (0.51) 

33 (43.4) 

23 (46.0) 

 

0.88 (0.38) 

43 (56.6) 

27 (54.0) 

136 

Need for assistance to perform ADLs (AMPS) 

Independent, n (%) 

Minimal need of assistance*, n (%) 

Moderate to maximal need of assistance**, n (%) 

 

32 (23.5) 

34 (25.0) 

70 (51.5) 

 

22 (68.7) 

15 (44.1) 

30 (42.9) 

 

10 (31.3) 

19 (55.9) 

40 (57.1) 

136 

     

Significant gender differences in measures and proportions indicated in bold.  

* AMPS ADL motor ability measures between <1.5 - >1.0 logits and/or AMPS ADL process ability measures between <1.0 - >0.7 

logits 

** AMPS ADL motor ability measures <1.0 logits and/or AMPS ADL process ability measures <0.7 logits 

 

 

Table 4. Problems with everyday activities (n=580) that people with advanced cancer 

(n=161) prioritized having solved.  

ICF. Chapter and groups of activities and participation Activities 

n (%) 
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1. Learning and applying knowledge, in all 5 (0.9) 

 Basic learning 5 

2. General tasks and demands, in all 14 (2.4) 

 Undertaking a single task 7 

 Carrying out daily routine 7 

3. Communication, in all 1 (0.2) 

 Using communication devices and techniques 1 

4. Mobility, in all 145 (25.0) 

 Changing and maintaining body position 11 

 Carrying and handling objects 7 

 Walking 54 

 Moving around I different locations (mostly on stairs) 24 

 Using transportation as passenger (train and similar) 6 

 Cycling 34 

 Driving a car 9 

5. Self-care, in all 9 (1.6) 

 Washing oneself (shower) and caring for body parts 3 

 Dressing 2 

 Taking care of one╆s health ゅmange medicationょ 4 

6. Domestic life, in all 159 (27.4) 

 Shopping 12 

 Preparing meals 21 

 Doing housework 27 

 Maintaining dwelling and furnishings 35 

 Maintaining vehicles 6 

 Taking care of plants, indoors and outdoors (mostly gardening) 49 

 Taking care of animals (walk the dog) 7 

 Assisting others 2 

7. Interpersonal interactions and relationships 36 (6.2) 

 Relationships other than family and spouses 7 

 Family relationships 27 

 Intimate relationships 2 

8. Major life areas 24 (4.1) 

 Remunerative employment 13 

 Non-remunerative employment 9 

 Basic economic transactions 2 

9. Community, social and civic life 187 (32.2) 

 Informal associations 14 

 Sports (including physical training) 36 

 Arts and culture 16 
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 Hobbies and crafts 54 

 Socializing (visits and receiving visits) 27 

 Go on holidays, trips 28 

 Recreation and leisure, other (mostly reading) 12 

Classified according to the International Classification of Functioning, Disability and Health (ICF). Significant gender differences 

indicated in bold: it was more likely that men prioritized to have this activity problem solved. Chi-2 test (p=0.003). 

 

 

Figure legends 

Figure 1a. Amount of time spent on different types of activities during a random day (%) 

* Significant differences between males and females. Analysed using Independent Samples Mann 

Whitney U test due to lack of normal distribution in the data.  

 

Figure 1b. Amount of time perceiving physical discomforts during performance of activities at a random 

day (%) 

No significant differences between males and females. 

 

Figure 1c. Amount of time spent alone or with someone during a random day (%).  

No significant differences between males and females. 

 

Figure 2. Gender specific self-reported quality of ADL performance (ADL-I). 

Distribution of category responses for each of the 47 activities for males (left column) and females (right 

column). Green = competent, yellow = use extra time/effort, orange = need help/at risk, red = unable, grey 

= not relevant.  Significant gender differences marked with * (p <0.05) and ** (p<0.01)  A
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Figure 1a. Amount of time spent on different types of activities during a random day (%) 
 

 
* Significant differences between males and females. Analysed using Independent Samples Mann Whitney U test 
due to lack of normal distribution in the data.  

 
 
Figure 1b. Amount of time perceiving physical discomforts during performance of activities at a 
random day (%) 
 

 
No significant differences between males and females. 

 
 
  

* 
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Figure 1c. Amount of time spent alone or with someone during a random day (%).  
 

 
No significant differences between males and females. 
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Figure 2. Gender specific self-reported quality of ADL performance (ADL-I). 
 

  
 
 
Distribution of category responses for each of the 47 activities for males (left column) and females (right column). 
Green = Competent, yellow = Use extra time/effort, orange = Need for help/safety risk, red = Unable, grey = Not 
relevant. Significant gender differences marked with * (p <0.05) and ** (p<0.01)  
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