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Abstract

Background: Paediatric palliative care (PPC) services in low- and middle-income coun-
tries remain underdeveloped, with limited data on caregiver-reported outcomes. Families
of children with advanced cancer often transition from hospital-based oncology services
to home-based care, but little is known about their satisfaction with the care received.

Objective: To evaluate caregiver satisfaction with home-based PPC after hospital dis-
charge and identify gaps in symptom management, psychosocial and financial support,
home care access and morphine availability.

Methods: A cross-sectional survey was conducted among caregivers of children with
advanced cancer who were discharged for home-based palliative care. A structured,
expert-validated questionnaire assessed satisfaction across domains including counsel-
ling, symptom relief, psychological and financial support, home care and pain manage-
ment. Composite scores were calculated using domain medians. Descriptive, bivariate
and multivariable analyses were performed.

Results: Thirty-six caregivers participated (response rate 60%). Pain was reported in
91.7% of children; although 72.7% received morphine, only 42.4% of caregivers were sat-
isfied with pain control. Rural families reported significantly better symptom relief than
urban families (p = 0.034). Home care services reached 55.6% of families and were asso-
ciated with higher satisfaction and fewer admissions. Financial and psychological support
satisfaction were moderate. Male children were less likely to receive home care (adjusted
odds ratios 0.18, p = 0.045). Bereavement support was provided to 72.2% of families.

Conclusion: Substantial gaps in symptom relief, opioid access, financial support and
home care availability limit caregiver satisfaction with PPC. Strengthening paediatric-
focused home care, improving pain management and addressing urban-rural disparities
are essential to enhance PPC quality in India.

Keywords: paediatric palliative care, caregiver outcomes, morphine access, home care, pain
management, India

Introduction
Survival rates for childhood cancer are steadily improving in high-income countries, yet

outcomes for children in low- and middle-income countries (LMICs) remain dispropor-
tionately poor [1]. A significant proportion of children in LMICs present with advanced or
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relapsed disease, where cure is no longer feasible and palliative care becomes central to management [2]. Paediatric palliative care (PPC) aims
to alleviate suffering by addressing physical, psychological, social and spiritual needs of children and their families [3]. Despite its recognised
importance, PPC remains underdeveloped in many LMIC settings, with services often fragmented, under-resourced and concentrated in
tertiary centres [2].

In India, the need for PPC is particularly acute, with an estimated 76,000 new cases of childhood cancer annually [4] and a significant propor-
tion presenting at advanced stages. Most paediatric oncology units lack dedicated palliative care teams, and integration of PPC into cancer
care is limited [5]. Families frequently face socioeconomic constraints, limited access to opioids and inadequate home care services [6]. Con-
sequently, children with advanced cancer and their caregivers are left with significant unmet needs.

While global frameworks and consensus statements emphasise the importance of early and integrated PPC [3, 7], evidence on its effective-
ness and accessibility for children in LMICs remains scarce. The few available studies largely focus on adult populations [10], with limited
caregiver-reported outcomes in paediatric oncology [8]. Understanding the perspectives of caregivers - who shoulder the primary responsi-
bility for decision-making and caregiving - can provide critical insights into the strengths and gaps of current PPC models.

Although Kerala has a widely recognised adult community palliative care network [?], PPC remains underdeveloped. The transition from
hospital-based care to home is especially challenging. After discharge, caregivers often must manage worsening symptoms, coordinate emer-
gency visits, access opioids, navigate financial strain and cope with anticipatory grief. Despite these challenges, very little is known about
caregiver satisfaction with PPC delivered at home in India.

This study aimed to evaluate caregiver-reported outcomes of home-based PPC among families of children with cancer in Kerala, India. Spe-
cifically, we examined caregiver perceptions of symptom relief, psychological and financial support, morphine access, preferred place of care
and healthcare utilisation, including home care uptake and hospital admissions.

Methods

Study setting

The study was conducted in a southern Indian state known for its extensive community-based palliative care network. Over the past two
decades, this region has developed a decentralised, volunteer-supported model of palliative care integrated into primary health services.
Adult palliative care is widely available through home visits, community participation, government-non-governmental organisation part-
nerships and neighbourhood-level palliative care units. However, specialised PPC services remain limited, with fewer trained providers and
inconsistent integration into cancer care pathways.

The tertiary cancer centre where the study was based provides paediatric oncology and palliative services to children from both urban and
rural areas across multiple districts. PPC is delivered by a small interdisciplinary team comprising physicians, nurses, counsellors and social
workers. Services include inpatient PPC consultations, discharge planning, caregiver education and telephone support. Home-based pal-
liative care is available for some families through collaborations with local community palliative care organisations, although coverage is
inconsistent.

Children who do not receive structured home visits typically rely on outpatient follow-up, private healthcare facilities or community volun-
teer groups for symptom management and end-of-life support. Access to opioids, including oral morphine, is facilitated through licensed
palliative care units, but availability and continuity vary by locality.

Study design

A cross-sectional observational study was conducted at the Paediatric Oncology Division, of a tertiary cancer centre located in South India,
over 2 months (June-July 2024).
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Participants

Parents of children younger than 15 years with cancer who had been discharged from the treating centre for home-based palliative care were
eligible. Families without access to the online survey platform were excluded. Surveys were completed 24 weeks after death to avoid acute
bereavement distortion. A total of 60 eligible families were approached, of whom 36 completed the survey (response rate 60%).

Data collection

A structured questionnaire was developed following a literature review and expert input. Content validity was established through review by
a panel of paediatric oncology and palliative care specialists. The final instrument consisted of 68 items, including Likert-scale ratings (1-5),
dichotomous (yes/no) responses and open-ended questions (Supplementary File for the Survey Questionnaire). Demographic and clinical
details were abstracted from medical records.

The survey was created and administered through Google Forms. Informed consent was obtained electronically at the outset within the
Google Form before participants could proceed to the questionnaire. Surveys were distributed via WhatsApp, with telephonic support pro-
vided to maximise participation. To ensure validity, responses were monitored manually so that only one response per family was recorded.
All questions were mandatory, and no adaptive questioning or skip logic was applied.

The study followed the Checklist for Reporting Results of Internet E-Surveys (CHERRIES) [10] to ensure transparency in reporting online
survey methodology. This included detailed reporting of study design, ethics approval, consent process, recruitment strategy, survey admin-
istration, prevention of multiple entries, response rates and data handling (Supplementary Table S1 for the completed CHERRIES checklist).

Statistical analysis

All analyses were conducted using IBM SPSS Statistics version 29. Descriptive statistics summarised demographic, clinical and service-
related characteristics. Continuous variables were expressed as median and interquartile range (IQR) due to non-normal distributions
confirmed through Shapiro-Wilk tests. Categorical variables were described using frequencies and percentages.

Reliability analysis of multi-item scales

Internal consistency of the multi-item domains - Symptom Relief (11 items), Psychological Support (four items) and Financial Support (revised
four-item scale) - was evaluated using Cronbach’s a, with a >0.70 considered acceptable for group-level comparisons.

e Symptom relief: a = 0.824 (very good reliability)
e Psychological support: a = 0.821 (strong reliability)
e Financial support (revised): a = 0.781 (acceptable reliability)

The Counselling scale (two items) demonstrated low internal consistency (a = 0.57); therefore, counselling responses were analysed item-
wise rather than as a composite score. Reliability results are shown in Table 1.

Construction of composite domain scores

For each caregiver, domain-level satisfaction was summarised using median composite scores, calculated as the median of all Likert-scale
items within that domain. This approach was chosen because the data were skewed and ordinal (Likert-based), domains had unequal num-
bers of items (e.g., Symptom Relief = 11 items versus Psychological Support = 4 items) and median composites provide a more robust mea-
sure of central tendency for non-normal data. Each composite was dichotomised into high versus low satisfaction using a median split for
use in regression modelling.
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Table 1. Reliability analysis of scales and composite scores.

Scale Items Cronbach’s a Median (IQR)
Symptom relief 11 0.824 3.60 (2.87-4.88)
Counselling 2 0.570 -
Psychology support 4 0.821 4.25(3.81-4.94)
Financial support (five items) 5 0.681 -
Financial support (revised) 4 0.781 4.25 (3.25-5.00)

For bivariate and logistic regression analyses, composite satisfaction scores were dichotomised into “high” and “low” satisfaction using the
sample median as the cut-off. This approach was chosen because there are no established clinically validated thresholds for these caregiver-
reported satisfaction domains in PPC, and the small sample size limited the use of more complex modelling strategies. However, we acknowl-
edge that dichotomisation may reduce variability and statistical power; therefore, these analyses were interpreted cautiously and primarily
used to identify potential associations for future research.

Bivariate analyses

Associations between independent variables and domain outcomes were examined using chi-square tests for categorical predictors and
Mann-Whitney U tests for continuous predictors (e.g., age, distance from centre).

Predictors assessed included: child age, gender, diagnosis type, relapse status, residence (urban/rural), socioeconomic status, use of home
care services, use of alternative therapy, hospital admission and distance from nearest healthcare facility (Supplementary Table S2).

Multivariable logistic regression modelling

To identify independent predictors for each satisfaction domain (Symptom Relief, Psychological Support, Financial Support) and for service
outcomes (Home care receipt, Hospital admission, Bereavement support, Morphine access), binary logistic regression models were con-
structed. Variables with p < 0.20 in bivariate analysis were eligible for inclusion. Variables of clinical importance, even if not significant in
bivariate testing (e.g., gender, distance from centre), were retained for consideration. Given the small sample (N = 36), each model included
no more than 2-3 predictors to avoid overfitting.

Results were reported as adjusted odds ratios (@OR) with 95% confidence intervals (Cl). A p-value <0.05 was considered statistically
significant. Given the small sample size and limited number of outcome events, multivariable logistic regression analyses were con-
sidered exploratory and hypothesis-generating rather than confirmatory. To reduce the risk of overfitting, only variables with clini-
cal relevance or p < 0.20 in bivariate analysis were considered for inclusion, and the number of covariates in each model was restricted.
Ethics

The study was approved by the Institutional Review Board and Ethics Committee. Data were anonymised, and participation was voluntary.
The study adhered to the Declaration of Helsinki and national ethical guidelines.

Results

Participant characteristics

Thirty-six caregivers completed the survey. The median age of children was 8.5 years (IQR 3.25-13.0), with 61% males. The most common
diagnoses were acute lymphoblastic leukaemia (27.8%), Ewing sarcoma (16.7%), acute myeloid leukaemia (16.7%) and osteosarcoma (13.9%).
At the time of referral for home-based palliative care, 56% were in relapse, 19% were refractory and 25% had de novo disseminated disease.
Most families resided in rural areas (89%) and belonged to the lower-middle socioeconomic group (69%). Fathers were the most frequent
respondents (61%) (Table 2).
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Service use, preferences and satisfaction

Most caregivers (66.7%) preferred home-based care (Figure 1), further supporting the need to expand structured paediatric home care ser-
vices. Satisfaction with discharge counselling was high (91.7%), whereas satisfaction with follow-up was lower (69.4%). Home care services
were received by 55.6% of families, with 69.2% expressing satisfaction. Satisfaction with government facilities was moderate (46.1%), while
satisfaction with private facilities was low (23%) (Table 3).

Table 2. Participant characteristics (N = 36).

Characteristic Median (IQR)/n (%)
Age 8.5 years (3.25-13.0)
Gender Male 22 (61.1); Female 14 (38.9)
Cancer type Haematological 17 (47.2); Solid 19 (52.8)
Primary diagnosis Acute lymphoblastic leukaemia 10 (27.8); acute myeloid leukaemia 6 (16.7);

neuroblastoma 3 (8.3); osteosarcoma 5 (13.9); Ewing sarcoma 6 (16.7);
rhabdomyosarcoma (RMS) 3 (8.3); others 3 (8.3)

Stage at referral Relapse 20 (55.6); Refractory 7 (19.4); De novo 9 (25.0)

Intent of prior treatment Curative 28 (77.8); Palliative 8 (22.2)

Residence Rural 32 (88.9); Urban 4 (11.1)

Socio-economic status Lower 4 (11.1); Upper-lower 2 (5.6); Lower-middle 25 (69.4); Upper-middle 5 (13.9)
Respondent Father 22 (61.1); Mother 9 (25.0); Other 5 (13.9)

Preferred Place of Care

Other
3%

Hospice
14%

Hospital

16%

Figure 1. Preferred place of care among caregivers after hospital discharge. This figure illustrates caregiver preferences for the child’s place of care after
discharge. Two-thirds (67%) preferred home-based care, while fewer preferred hospital (16%) or hospice (14%). This highlights the strong acceptability of
home-based PPC services in this setting.
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Pain, analgesic use and morphine access

Figure 2 summarises the pain management pathway, showing substantial attrition from pain reporting to effective relief. Pain was reported
in 33 (91.7%) of children, and 29 (87.8%) received some form of analgesic. Morphine was prescribed for 24 (72.7%). Only 14 (42.4%) parents
were satisfied with pain control. In bivariate analysis (Supplementary Table S2), greater distance from the treating centre was associated with
higher morphine access (U = 82.0, p = 0.037), suggesting that families living farther away were more likely to receive morphine through com-
munity channels. No significant associations were observed with gender, diagnosis type or socioeconomic status. In multivariable regression
(Table 4), distance remained a borderline predictor of morphine access (aOR 1.05 per km, 95% Cl1 0.99-1.11, p = 0.063).

Symptom relief satisfaction

The median symptom relief composite score was 3.6 (IQR 2.87-4.88). Rural residence was significantly associated with higher symptom
relief (OR 11.48, p = 0.034). Use of alternative therapy showed a non-significant positive trend (OR 3.25, p = 0.091). Neither financial nor
psychological support satisfaction was associated with symptom relief (Supplementary Table S2). In regression analysis, financial satisfaction
(@OR 2.00, p = 0.35) was not independently associated after adjustment (Table 4).

Table 3. Service use, preferences and satisfaction.

Domain n (%)
Counselling satisfaction 33 (91.7) satisfied/very satisfied
Follow-up satisfaction 25 (69.4) satisfied/very satisfied
Home care received 20 (55.6)
Home care satisfaction (n = 26) 18 (69.2) satisfied/very satisfied
Government hospital satisfaction (n = 26) 12 (46.1) satisfied/very satisfied
Private hospital satisfaction (n = 26) 6 (23.0) satisfied/very satisfied

2A. Reported Pain, Analgesic use and Pain control
Reported Pain (N=33), 100.00%

2B. Satisfaction with Morphine counselling

Received Analgesics (N=29), 87.80%

Prescribed Morphine (N=24), 72.70%

Satisfied with pain relief (N=14), 42.40%

Figure 2. Journey from pain to relief among children receiving palliative care: reported pain, treatment steps and caregiver satisfaction. A composite figure
showing (a): the stepwise proportion of children who experienced pain, received analgesics, received morphine and achieved pain relief and (b): caregiver
satisfaction with morphine counselling. The visual highlights attrition along the pain-relief pathway and emphasises opioid-related gaps in paediatric PPC.
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Financial support satisfaction

The median financial support satisfaction composite score was 4.25 (3.25-5.00). Just over half (52.8%) reported high satisfaction. Lower
satisfaction was noted among families of children with solid tumours (OR 0.26, p = 0.060), while alternative therapy use was associated with
a trend towards higher satisfaction (OR 3.33, p = 0.09) (Supplementary Table S2). No independent predictors were identified in regression
(Table 4).

Psychological support satisfaction
The median psychological support score was 4.25 (IQR 3.81-4.94), with 58.3% reporting high satisfaction. Younger age was associated with

better satisfaction in bivariate analysis (U = 105.5, p = 0.074). Regression confirmed a borderline inverse association (aOR 0.86 per year, 95%
Cl1 0.73-1.01, p = 0.07). No significant associations were observed with financial satisfaction or diagnosis type.

Healthcare utilisation
Home care was received by 55.6% of families. Male children were significantly less likely to receive home care (OR 0.19, 95% Cl 0.04-0.87,

p = 0.027). This relationship persisted after adjustment (aOR 0.18, 95% CI 0.03-0.97, p = 0.045). No associations were found with diagnosis,
socioeconomic status, or prior hospital admission.

Table 4. Logistic regression models for key outcomes.

Outcome Predictors aOR 95% Cl p-value
Symptom relief (High) Financial support (High) 2.00 0.467-8.557 0.35
Residence (Rural) - - 0.99
Hospital admission (Yes) SES (Lower) 0.744 0.062-8.915 0.815
Age (years) 0.964 0.805-1.155 0.694
Home care received (Yes) 0.256 0.044-1.486 0.129
Home care access (Yes) Gender (Male) 0.181 0.034-0.965 0.045
Age 0.977 0.821-1.162 0.790
Type of cancer (Haematological) 0.285 0.058-1.410 0.124
Hospital admission (Yes) 0.205 0.026-1.587 0.129
Financial support SES (Lower) 0.470 0.104-2.121 0.327
Age (years) 1.052 0.896-1.235 0.539
Type of cancer (Haematological) 0.246 0.057-1.067 0.061
Psychological support (High) Age (years) 0.860 0.730-1.013 0.07
Type of cancer (Haematological) 1.462 0.312-6.836 0.630
Financial support (High) 0.291 0.061-1.384 0.121
Bereavement support (Yes) Home care received (Yes) 3.811 0.544-26.70 0.178
Age (years) 1.193 0.982-1.449 0.076
Psychological support (High) 0.154 0.021-1.153 0.069
Morphine access (Yes) Distance from centre (km) 1.051 0.997-1.107 0.063
Residence (Rural) - - 0.99

aOR = Adjusted odds ratio; Cl = Confidence interval
Bold values indicate statistical significance at p < 0.05
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Hospital admission was required in 27 children (75%). The main reasons were symptom control (37%), end-of-life care (37%) and transfusion
needs (26%). Home care showed a non-significant protective trend against admission (OR 0.27, p = 0.121), but no variables independently
predicted hospital use in regression (Table 4).

Blood transfusions were required for 42% of children. Complementary medicine was used by 42% of families - most commonly homeopathy
(25%) and Ayurveda (22%).

Bereavement support

Bereavement follow-up was provided to 72.2% of families, lasting a median of 3 months (IQR 2-12). Although home care families were more
likely to receive bereavement follow-up (OR 2.40, p = 0.244), this was not statistically significant. Regression showed a similar non-significant
positive trend (aOR 3.81, p = 0.178).

Discussion

This study provides one of the first structured evaluations of caregiver satisfaction with home-based PPC delivered after hospital discharge
in India. Conducted within Kerala's unique palliative care landscape - where adult community-based services are well established but paedi-
atric services remain limited - this study captures caregivers’ real-world experiences as they transition from tertiary cancer care to the home
setting. The aim was to understand how families perceive symptom management, psychosocial and financial support, morphine access and
healthcare use during this vulnerable period. The findings underscore that while satisfaction with counselling and home-based care was high,
significant gaps remain in pain management, morphine accessibility and uniformity of home care coverage - patterns echoed across similar
LMIC contexts [2, 3, 11].

The finding that rural families reported significantly higher symptom relief (p = 0.034) is notable and counterintuitive. Traditionally, rural
residence is associated with poorer access to oncology and palliative care [1]. However, in Kerala, a strong community-based palliative net-
work likely enhances symptom management at home [9]. Studies from the state have shown that decentralised community engagement can
reduce caregiver distress and improve perceived symptom relief, even in resource-limited households [12]. Conversely, urban families may
experience fragmented care due to weaker community follow-up systems.

Pain was reported in 91.7% of children, and while 87.8% received some analgesic, only 72.7% received morphine. Among them, only 42.4%
achieved partial or complete relief. These findings parallel previous data from India, where morphine access is inadequate [13]. The absence
of child-appropriate morphine formulations further contributes to the undertreatment of pain. Our data thus mirror global disparities in opi-
oid availability highlighted by Connor [14] and reaffirm the urgent need for policy-supported opioid education, community-level distribution
and reassurance of caregivers regarding safe use.

Over half of families (55.6%) received home care, reflecting Kerala’s strong community outreach model. However, male gender was inde-
pendently associated with lower home care receipt (aOR 0.18, p = 0.045). While gender disparities in PPC are seldom reported in global
literature, studies in India have documented gender biases in healthcare-seeking behaviour for female children [15]. Our finding of lower
home care among male children might reflect a selection effect, as families of girls may rely more on home-based support due to financial
constraints and sociocultural protectiveness.

High satisfaction was observed in both financial (53%) and psychological (58%) support domains, indicating effective social assistance
mechanisms within the regional palliative framework. However, these outcomes did not correlate with socioeconomic or clinical predictors,
suggesting a generally uniform caregiver experience irrespective of background. Lower satisfaction among families of solid tumour cases
(b = 0.06) may reflect prolonged treatment duration, higher travel costs and late-stage disease-related stress.

Similarly, our finding that older child age trended towards lower psychological satisfaction (p = 0.07) parallels data from Abdelaal et al [16],
who found that adolescents exhibit more complex emotional needs and require age-specific psychosocial interventions.

Bereavement support reached 72% of families, primarily through phone or home visits, and was more likely among families who received
prior home care (aOR 3.81, p = 0.18). This continuity model aligns with WHO's PPC guidance emphasising longitudinal contact with families
after a child’s death [14].
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These findings collectively highlight the importance of strengthening decentralised, home-based PPC models, particularly in LMIC contexts.
Integrating morphine distribution with home care, improving continuity of psychosocial support and addressing gender-related service gaps
should be key priorities. Future multicentre studies with larger, stratified samples and mixed-method designs can help validate these associa-
tions and guide service planning under India’s National Programme for Palliative Care.

This study’s strengths include validated outcome scales, a caregiver-centred methodology and adherence to CHERRIES online survey stan-
dards. Limitations include the small sample size, cross-sectional design and reliance on self-reported caregiver satisfaction, which may intro-
duce recall and response bias. Because only 36 caregivers participated, the multivariable logistic regression models may be vulnerable to
overfitting and should therefore be interpreted as exploratory and hypothesis-generating rather than definitive. The findings require valida-
tion in larger, prospective, multicentre studies. Nonetheless, the study provides novel quantitative evidence on PPC performance in India and
contributes to the global understanding of caregiver experiences in LMIC settings.

Conclusion

This study provides an important perspective on caregiver satisfaction with PPC in a setting where community-based adult palliative services
are robust but paediatric services remain insufficiently developed. These findings highlight the need to expand structured paediatric home-
based palliative care, strengthen community opioid delivery and caregiver education, bolster psychosocial and bereavement services and
ensure equity across demographic groups. Despite limitations of single-centre design and modest sample size, this study adds to the limited
body of evidence from LMICs and demonstrates the value of incorporating caregiver-reported outcomes into PPC service evaluation. A more
comprehensive, paediatric-focused integration within Kerala’s established palliative framework is essential for improving the quality of life of
children with advanced cancer and their families.
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Supplementary materials

Supplementary Table S1. CHERRIES checklist for online survey reporting.

Item

Description

Design

Cross-sectional observational survey conducted at Paediatric Oncology Division of a tertiary cancer
centre located in South India

IRB approval and informed
consent

Approved by Institutional Review Board/Ethics Committee. Informed consent was obtained
electronically at the outset within Google Forms before proceeding to the questionnaire.

Development and pre-
testing

Questionnaire developed after literature review and expert consultation. Validated by five paediatric
oncology/palliative care experts. No pilot testing with caregivers was done.

Recruitment process and
sample

Parents of children <15 years with advanced cancer discharged for palliative care. 60 families
approached; 36 responded (response rate 60%).

Survey administration

Administered via Google Forms. Distributed by WhatsApp; telephonic support was offered to
facilitate participation.

Survey design

68 items. Included Likert-scale (1-5), dichotomous (yes/no) and open-ended questions. All questions
mandatory. No adaptive questioning or skip logic used.

Response rates

36/60 families completed (60%). Completion rate 100% as all questions were mandatory.

Preventing multiple entries

One link per family distributed. Responses were manually monitored to ensure single participation
per family. No IP or cookie controls used.

Data analysis

Incomplete questionnaires not possible due to mandatory responses. Data analysed in SPSS v29.
Missing values arose only from clinical abstraction and were handled by excluding cases from
specific analyses.

Ethical considerations

Participation was voluntary. Data de-identified, securely stored and analysed anonymously.
No incentives were provided. Study adhered to the Declaration of Helsinki and national ethical
guidelines.

Supplementary Table S2. Bivariate analysis of predictors with symptom relief (high versus low).

Predictor X?/U test p-value OR (95% Cl)

Gender (Male versus Female)

x> = 0.00 1.000 1.00 (0.26-3.79)

Type of cancer (Haematologic versus Solid)

X' =0.11 0.738 0.80(0.21-2.97)

Area of residence (Rural versus Urban)

X* =4.50 0.034 11.48 (0.58-228.2)

Socioeconomic status (Lower and Lower middle versus Others)

x*=0.23 0.63 1.6 (0.23-10.94)

Hospital admission

x*=0.15 0.7 0.74(0.16-3.38)

Home care received

x* =045 0.502 0.64(0.17-2.39)

Alternative therapy

X' =286 0.091 3.25(0.81-13.03)

Psychological support score (High versus Low)

x*=0.11 0.74 1.25(0.34-4.63)

Financial support score (High versus Low)

X' =145 0.229 2.29 (0.59-8.94)

Distance from centre

U=146.5 0.623

Age

U=156.0 0.85

x* = Chi-square test; OR = Odds ratio; Cl = Confidence interval
Bold values indicate statistical significance at p < 0.05
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Supplementary Table S3. Bivariate analysis of predictors with hospital admission (Yes versus No).

Predictor X*/U test p-value OR (95% Cl)

Gender (Male versus Female) x> =0.16 0.693 1.36 (0.29-6.27)
Type of cancer (Haematologic versus Solid) x> =0.93 0.335 2.15(0.44-10.43)
Residence (Rural versus Urban) x> =0.00 1.000 1.00 (0.09-11.03)
Socioeconomic status (Lower and Lower middle versus Others) x> =0.08 0.78 0.72 (0.07-7.42)
Home care received X’=24 0.121 0.27 (0.05-1.52)
Alternative therapy x> = 0.04 0.845 1.16 (0.21-3.67)
Psychological support score (High versus Low) x> =0.93 0.335 2.15(0.44-10.43)
Financial support score (High versus Low) x> = 0.008 0.929 1.07 (0.23-4.91)
Distance from centre U=1015 0.464

Age U=114.0 0.78

x* = Chi-square test; OR = Odds ratio; Cl = Confidence interval

Supplementary Table S4. Bivariate analysis of predictors with home care access (Yes versus No).

Predictor X*/U test p-value OR (95% CI)

Gender (Male versus Female) X' =492 0.027 0.19 (0.04-0.87)
Type of cancer (Haematologic versus Solid) x>=2.70 0.101 0.32(0.08-1.27)
Area of residence (Rural versus Urban) x> =0.69 0.406 0.38 (0.03-4.03)
Socioeconomic status (Lower and Lower middle versus Others) x> =0.46 0.829 0.81(0.12-5.54)
Hospital admission X=24 0.121 0.27 (0.05-1.52)
Alternative therapy X' =129 0.257 0.46 (0.12-1.79)
Psychological support score (High versus Low) x> =0.09 0.765 0.82(0.22-3.05)
Financial support score (High versus Low) x> =0.80 0.371 1.85(0.48-7.18)
Distance from centre U=127.0 0.292

Age U=150.0 0.75

x* = Chi-square test; OR = Odds ratio; Cl = Confidence interval
Bold values indicate statistical significance at p < 0.05

Supplementary Table S5. Bivariate analysis of predictors with financial support satisfaction (High versus Low).

Predictor X*/U test p-value OR (95% Cl)

Gender (Male versus Female) X =0.17 0.678 0.75(0.19-2.91)
Type of cancer (Haematologic versus Solid) x> =3.54 0.060 0.26 (0.06-1.08)
Area of residence (Rural versus Urban) x*=0.78 0.377 2.81(0.26-30.09)
Socioeconomic status (Lower and Lower middle versus Others) x> =0.48 0.48 0.51 (0.07-3.51)
Home care received x> =0.80 0.371 1.85(0.48-7.18)
Hospital admission x> =0.01 0.929 1.07 (0.23-4.92)
Alternative therapy X =276 0.09 3.33(0.78-14.15)
Age U=1385 0.653

x* = Chi-square test; OR = Odds ratio; Cl = Confidence interval
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Supplementary Table Sé. Bivariate analysis of predictors with psychological support satisfaction (High versus Low).

Predictor X?/U test p-value OR (95% Cl)

Gender (Male versus Female) x> =0.90 0.342 0.52(0.13-2.01)
Type of cancer (Haematologic versus Solid) x=1.74 0.187 2.45(0.64-9.37)
Area of residence (Rural versus Urban) x> =0.89 0.345 3.0(0.28-31.99)
Socioeconomic status (Lower and Lower middle versus Others) x?=0.12 0.727 1.40(0.21-9.62)
Home care received x> =0.09 0.765 0.82(0.22-3.05)
Hospital admission x> =0.93 0.335 2.15(0.44-10.44)
Alternative therapy x> =0.38 0.535 0.65(0.17-2.49)
Financial support score (High versus Low) x> =3.54 0.06 0.26 (0.06-1.08)
Age U=1055 0.074

x? = Chi-square test; OR = Odds ratio; Cl = Confidence interval

Supplementary Table S7. Bivariate analysis of predictors with bereavement support received (Yes versus No).

Predictor X*/U test p-value OR (95% Cl)
Gender (Male versus Female) x> =0.07 0.93 1.07 (0.24-4.74
Type of cancer (Solid versus Haematologic) x> =0.04 0.836 0.86 (0.20-3.69)
Residence (Rural versus Urban) x> =0.02 0.895 0.85 (0.08-9.30)
Home care received x> =1.36 0.244 2.40 (0.54-10.66)
Age U=84 0.102

x* = Chi-square test; OR = Odds ratio; Cl = Confidence interval

Supplementary Table S8. Bivariate analysis of predictors with morphine access (Yes versus No).

Predictor X*/U test p-value OR (95% CI)

Gender (Male versus Female) x> =0.93 0.334 2.00 (0.49-8.23)
Type of cancer (Haematologic versus Solid) x> =0.22 0.637 1.40(0.34-5.67)
Area of residence (Rural versus Urban) x> =225 0.134 0.18 (0.01-3.63)
Socioeconomic status (Lower & Lower middle versus Others) x> =0.46 0.496 0.45 (0.04-4.59)
Home care received x> =0.22 0.635 1.40 (0.35-5.63)
Age (years) U=142 0.946 —

Distance from centre (km) U=2820 0.037 —

x* = Chi-square test; OR = Odds ratio; Cl = Confidence interval
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