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Abstract
Purpose The HOLISTIC study assessed health-related quality of life (HRQoL) in advanced soft tissue sarcoma (STS) patients 
receiving first-line palliative chemotherapy. The secondary objective discussed here is to evaluate baseline self-reported 
financial difficulties and associated sociodemographic factors and global health status (GHS), compare financial toxicity 
between patients in the United Kingdom (UK) and the Netherlands (NL), and evaluate the consequences of financial toxicity.
Methods This prospective study included 72 UK and 65 NL patients. Financial toxicity was evaluated by the financial 
difficulties scale of the EORTC QLQ-C30. Associated factors (i.e., country, gender, educational level, relationship status, 
employment changes, income, age, time since diagnosis, and GHS) were analyzed using descriptive analysis, Chi-square 
tests, and univariate and multivariate logistic regression.
Results Median participant age was 62 (range: 27–79) years, and gender distribution was equal. 58% of UK and 48% of NL 
patients had no income or a monthly income ≤ £/€ 2000 (p = 0.417). Self-reported additional costs for medication (31% vs. 9%, 
p < 0.001) and parking (75% vs. 41%, p < 0.001) were more prevalent among Dutch than UK patients. Travel expenses were 
similar: 68% in NL and 66% in UK. Univariate analysis showed an increased risk of financial toxicity in UK patients (40% 
vs. 22% [NL], p = 0.023), single patients (52% vs. 27% [with partner], p = 0.014), and those with a change in employment 
status (46% vs. 24% [no change], p = 0.019). In UK patients, multivariate analysis indicated lower odds for financial toxicity 
for patients with a high income (OR 0.207, p = 0.031) and higher odds for patients with a worse GHS (OR 5.171, p = 0.012), 
whereas in NL, higher odds were seen for male (OR 13.286, p = 0.027) and single (OR 41.735, p = 0.007) patients.
Conclusion Financial toxicity was common among advanced STS already at the start of palliative chemotherapy, influenced 
by factors such as residence country, income, relationship status, gender, and GHS. Timely interventions are needed to address 
financial challenges in this population.

Highlights

• STS patients at the start of palliative chemotherapy already experience financial toxicity, affecting their quality of life.
• Financial toxicity scores are higher in the UK than in NL.
• Financial toxicity is influenced by factors including residence country, income, relationship status, gender, and GHS.
• Predictors of financial toxicity differ between UK and NL patients.
• Toxicity scores should include information on the financial burden of advanced STS patients starting palliative chemo-

therapy.
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Introduction

Soft tissue sarcomas (STS) are a group of rare, heterogene-
ous tumors of mesenchymal origin. Approximately 10% of 
patients present with metastatic disease, and around 50% of 
patients with initially localized (intermediate or high-grade) 
tumors will eventually develop advanced disease [1]. Pal-
liative systemic therapy is the mainstay of treatment for 
patients with advanced STS. Anthracyclines have been the 
standard first-line treatment since the 1970s [2, 3].

Cancer patients are often confronted with financial chal-
lenges as a consequence of their disease and its treatment, 
which is referred to as “financial toxicity” [4]. Financial 
toxicity in cancer patients is increasingly recognized as a 
factor that may negatively impact quality of life (QoL) [5–7]. 
Several studies have examined the prevalence of financial 
toxicity among long-term cancer survivors. While there is 
some data on financial toxicity in patients receiving pallia-
tive therapy, much of this literature originates from countries 
without a public healthcare system or a mixed system with 
public and private providers, where out-of-pocket costs are 
often higher [8–13]. Additionally, many studies focus on 
different cancer types or disease settings (e.g., localized 
disease, cancer survivors), and many of these studies are 
outdated, having been published before 2000 [14–16]. Lit-
tle is known about patients’ experiences of financial toxic-
ity in a palliative treatment setting in countries with public 
healthcare systems, such as the Netherlands and the UK, 
and financial toxicity in advanced STS patients has not been 
evaluated thus far. This population is particularly relevant 
to study because STS are rare cancers that require optimal 
care to be delivered in specialized reference centers. As a 
result, patients may need to travel long distances repeatedly 
for consultations, treatments, and follow-up appointments. 
This can lead to significant travel-related expenses, such as 
fuel, public transport fares, parking fees, and sometimes 
overnight accommodations. Moreover, due to the rarity of 
sarcomas, some innovative (targeted) treatments or specific 
supportive care measures may not yet be covered by standard 
insurance schemes or national health systems. These factors 
could contribute to financial toxicity, especially in the pal-
liative setting, where experimental or off-label treatments 
might also be considered.

In the United Kingdom (UK), the healthcare system, 
known as the National Health Service (NHS), is primarily 
funded through taxation, and patients do not pay directly for 
most services at the point of use. Conversely, in the Dutch 
healthcare system, operating on a combination of private and 
public financing, residents pay for mandatory health insur-
ance provided by private insurers, with optional extra pack-
ages. Therefore, in the Netherlands (NL), out-of-pocket costs 
vary depending on the level of coverage within the insurance 

plan. Moreover, in the Netherlands, patients first have to 
pay the “own risk” amount, which is an annual amount paid 
out of pocket for treatments and medicines, before health 
insurance will cover the rest. While in both the UK and NL, 
direct treatment costs (e.g., hospital stay) are absorbed by 
the health system, indirect treatment-related costs (e.g., 
travel and parking expenses, reduced employment, paying 
for help at home) are paid out of pocket and can possibly 
lead to financial toxicity [17]. Multiple studies have demon-
strated an association between health-related quality of life 
(HRQoL) and financial toxicity in long-term cancer survi-
vors [15, 18]. Other factors, such as employment status or 
income, might influence financial toxicity but are often not 
included in studies evaluating financial toxicity [19]. Moreo-
ver, for other cancer types, it has been demonstrated that 
financial toxicity might reduce therapeutic compliance and 
may influence treatment decisions [20–22].

The prospective HOLISTIC (health-related quality of 
life in patients with advanced soft tissue sarcomas treated 
with chemotherapy) study included patients aged ≥ 18 years 
receiving first-line palliative chemotherapy for advanced 
STS in the UK and NL (NCT03621332). The study protocol 
and first results on patients’ priorities and preferences were 
reported earlier (13,14).

Here, we present a secondary analysis of the results of 
the HOLISTIC study, which aims to assess the prevalence 
and associated factors (i.e., sociodemographic, direct and 
indirect costs, and employment status) of self-reported finan-
cial toxicity among patients with advanced STS at the start 
of palliative chemotherapy. Secondary aims encompass a 
comparison of the prevalence of financial toxicity between 
patients in the UK and NL and the evaluation of the conse-
quences of financial toxicity.

Material and methods

Ethical approval of the HOLISTIC study was obtained in 
the UK and NL. The study was carried out in accordance 
with the Declaration of Helsinki. Patients were identi-
fied by the responsible medical oncology consultant, who 
introduced the study to potential participants and provided 
an invitation package containing a link to a secure website, 
where interested patients could provide informed consent 
and complete the questionnaires online. Alternatively, 
patients were also given the option to complete the ques-
tionnaires on paper if preferred. Data were collected using 
the patient-reported outcomes following initial treatment 
and long-term evaluation of survivorship (PROFILES) 
registry [23]. Participants completed electronic or paper 
questionnaires before starting first-line chemotherapy 
(i.e., baseline) after each cycle of chemotherapy and three 
months during follow-up. Patients were recruited between 
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2018 and 2020 from eight sarcoma centers, two in the UK 
and five in the Netherlands. Full details of the protocol 
are published elsewhere [24, 25]. This secondary analysis 
focuses on financial toxicity just before the start of pallia-
tive chemotherapy.

Financial toxicity and associated factors

Financial toxicity was evaluated by the financial difficul-
ties scale of the EORTC QLQ-C30 (“Has your physical 
condition or medical treatment caused you financial diffi-
culties?”) [26]. EORTC QLQ-C30 scales were transformed 
to linear scores ranging from 0 to 100, according to the 
scoring manual [27]. Therefore, a higher score for finan-
cial toxicity translates to greater financial toxicity.

Independent variables associated with the outcome 
“financial toxicity” were derived from sociodemographic 
characteristics (i.e., country, gender, educational level, 
change in employment status, patients’ monthly income, 
age at study entry, time since diagnosis, and relationship 
status). Additionally, global health status (GHS) was evalu-
ated by questions 29 and 30 of the EORTC QLQ-C30: “How 
would you rate your overall health during the past week?” 
and “How would you rate your overall quality of life dur-
ing the past week?” Questions of the EORTC item library 
were measured as categorical variables, and responses were 
dichotomized as follows: “a little,” “quite a bit,” and “very 
much” were combined as having experienced the event (e.g., 
extra costs), and responses of “not at all” were considered 
as not having experienced the event. Extra costs refer to 
costs related to the patient’s physical condition or medical 
treatment. Income was assessed as a categorical variable 
with six income groups. For practical reasons, this vari-
able was condensed into three groups (i.e., no income or 
net income < £/€2000, > £/€2000, prefer not to say). The 
cut-off of £/€2000 was chosen based on a median weekly 
income of £569 (gross) in 2018 in the UK and a median 
yearly income of €40.600 (gross) in the NL [28, 29]. Work-
ing age was defined as age < 65 years. For the question “Has 
your employment status changed because of your cancer or 
its treatment?” responses were categorized into three groups: 
no, yes, and not applicable (i.e., retired). Educational level 
was divided into three groups: low (i.e., primary/second-
ary), medium (i.e., vocation/college/diploma), and high (i.e., 
university/postgraduate) educational level.

Consequences of financial toxicity

Secondary outcomes, including changes in lifestyle due to 
cancer, the effect of cancer-related expenses on treatment 
decisions, debts, and hindrance to work, were evaluated using 
questions from the EORTC computer adaptive testing (CAT) 

instrument. Workability was assessed using two questions of 
the work ability index (WAI): “current work ability compared 
with the lifetime best (range 0–10)” and “estimated work 
impairment due to diseases (range 1–6)” [30–32]. The four-
item decisional conflict scale (“SURE”) was used to measure 
the level of uncertainty over the decision to receive chemo-
therapy [33]; scores ≤ 3 indicated some degree of decisional 
conflict.

Statistical analysis

Descriptive statistics were used to describe sociodemographic 
and clinical characteristics. For the EORTC QLQ-C30 finan-
cial difficulty, scale mean score and standard deviation were 
reported separately for UK and NL patients. In addition, coun-
try general population norm data for the EORTC QLQ-C30 
were used to facilitate the interpretation of HRQoL outcomes, 
including financial toxicity and GHS. For this purpose, norma-
tive data for the EORTC QLQ-C30, collected in 2017, were 
used, both for the UK and NL [34]. For each participant, the 
difference was calculated between the mean score for financial 
toxicity (EORTC QLQ-C30) and the mean score for financial 
difficulties of the norm population of the UK (mean 15, stand-
ard deviation [SD] 29) or NL (mean 5, SD 17). According to 
the evidence-based guidelines for the determination of sam-
ple size and interpretation of EORTC QLQ-C30, for financial 
toxicity and GHS, scores ≥ 11 higher or ≥ 10 points lower than 
the norm data were considered as clinically meaningful worse 
scores, respectively [35]. Hence, the outcomes of financial tox-
icity and GHS were dichotomized into categories of “clinically 
meaningful worse score” and “no clinically meaningful worse 
score” compared to the general population norm data.

First, univariable models with financial toxicity (EORTC 
QLQ-C30) as an outcome and each independent variable 
were created. Thereafter, a multivariable logistic regression 
model was constructed using backward selection. To identify 
differences in associated factors of financial toxicity between 
patients in the UK and the NL, two separate models were cre-
ated. For all analyses, we used IBM SPSS Statistics, version 
29.0.

Results

Sociodemographic characteristics

The baseline questionnaire was completed by 137 patients 
in the UK (n = 72) and NL (n = 65). The sociodemographic 
characteristics of patients in the UK and NL are described 
in Appendix table 4 [24]. The median age of patients was 
62 (27–79) years, and gender distribution was even (male: 
n = 68, female: n = 69). Most patients were married or in a 
relationship (n = 114, 83%), and the majority had a medium 
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or high educational level (n = 110, 81%). Most patients had 
metastatic disease (n = 125, 91%) with leiomyosarcoma 
(n = 40, 29%), liposarcoma (n = 30, 22%), and undifferen-
tiated pleomorphic sarcoma (n = 17, 12%) as most com-
mon STS subtypes. In 57% of cases (n = 78), the interval 
between diagnosis of advanced STS and study participation 
was > 6 months. Bivariate analysis showed that patients in 
the UK more often had a timeline of ≥ 6 months between 
diagnosis and study participation (65%, 47/72) compared 
to Dutch patients (48%, 31/65, p = 0.041). The majority of 
Dutch patients had a medium educational level (75%, 49/65), 
whereas in the UK, most patients either had a low (25%, 
18/72) or a high (33%, 24/72) educational level (p = 0.0001). 
No significant differences were seen between patients in the 
UK and NL for age, gender, employment status, relationship 
status, ethnicity, and clinical characteristics.

Income and employment of patients in the UK 
and NL

At the time of study enrolment, 40% of patients (NL: 39% 
25/65; UK: 40%, 29/72; p = 0.828) were retired. Fifteen per-
cent of patients (NL: 19%, 12/65; UK: 13% 9/72; p = 0.333) 
were on sick leave (temporary or long term), and 6% of 
patients (NL: 8%, 5/65; UK: 4%, 3/72; p = 0.380) reported 
that they were disabled. Of patients of working age, 50% 
(19/38) and 57% (24/42) of patients in NL and UK, respec-
tively, were full-time or part-time employed (p = 0.522).

In the entire group, 40% of patients (NL: 48%, 31/65; UK: 
33%, 24/72; p = 0.149) reported a change in employment 
status due to their sarcoma diagnosis or treatment. Fifty-
eight percent of patients in the UK (41/71) and 48% of Dutch 

patients (31/65) had either no income or a net income per 
month < £/€ 2000, excluding any sickness benefits (Fig. 1).

Self‑reported extra costs of patients in the UK 
and NL

Self-reported additional costs for medication (31% vs. 9%, 
p < 0.001) and parking (75% vs. 41%, p < 0.001) were more 
prevalent among Dutch than UK patients (Table 1). Travel 
expenses were frequently reported, both in NL (68%) and 
in the UK (66%). Overall, additional costs for medication, 
parking, and travel expenses led to financial difficulties in 
12%, 12%, and 10% of patients, respectively.

Prevalence of financial toxicity according 
to the EORTC QLQ‑C30 and associated factors

The mean score for the EORTC QLQ-C30 financial diffi-
culty scale was 24 (SD 34) for UK patients and 12 (SD 25) 
for NL patients. The results of the univariate analysis are 
reported in Table 2. Forty percent (29/72) of patients in the 
UK compared to 22% (14/65) of Dutch patients reported 
clinically meaningful worse scores for financial toxicity 
compared to the norm population (p = 0.020). According to 
univariate analysis, a higher prevalence of financial toxicity 
was observed in single patients (52% vs. 27% [with part-
ner], p = 0.014) and patients with a change in employment 
status (46% vs. 24% [no change], p = 0.019. In multivariate 
analysis, in the subgroup of UK patients, factors negatively 
associated with experiencing financial toxicity were a net 
monthly income ≤ £/2000) (p = 0.018) and patients reporting 
a worse GHS compared to norm data (p = 0.012) (Table 3). 
Extra costs were not a significant predictor for financial tox-
icity (p = 0.088). In the subgroup of NL patients, negative 

Fig. 1  Patients net income per month in € (NL) or £ (UK). P-value Chi-Square test 0.456
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predictors for experiencing financial toxicity were male sex 
(p = 0.027) and being single (p = 0.007). Change in employ-
ment status was not a significant predictor (p = 0.061).

Consequences of financial toxicity

Extra costs influenced treatment decisions in 8% (NL, 5/64) 
and 10% (UK, 7/72) of patients (p = 0.695). Financial dif-
ficulties led to changes in lifestyle in 22% (NL, 14/64) and 
35% (UK, 25/72) of patients (p = 0.098). Six percent (NL, 
4/64) and 17% (UK, 12/72) of patients experienced debts 
due to their disease (p = 0.060). Among the 55 patients who 
indicated a change in their employment status, 13% (7/55) 
stated that they reduced their working hours, 71% (39/55) 
reported being on sick leave, and 16% (9/55) reported to 
have quit work completely because of their sarcoma diagno-
sis or treatment. Among 45 employed patients, 20% (9/45) 
reported that their illness/treatment was not a hindrance to 
their job, 16% (7/45) stated that it was causing some symp-
toms, and 36% (16/45) pointed out that they (sometimes or 
often) had to slow down their working pace or change their 
work methods. Sixteen percent (7/45) stated that they could 
only do part-time work, and 27% (12/45) stated that they 
felt entirely unable to work. The median WAI in employed 
patients was 6/10 (range 0–10). Decisional conflict over 
the decision to receive chemotherapy was reported by 41% 
(17/42) of patients who were experiencing financial toxicity 
according to the EORTC QLQ-C30, whereas this was 30% 
(28/94) in patients who did not experience financial toxic-
ity (p = 0.221). In one patient, the decisional conflict score 
was missing.

Discussion

This analysis of a cohort of patients with advanced STS 
reported that even before starting first-line palliative chem-
otherapy, almost one-third of patients already experienced 
financial toxicity. The percentage of patients with clinically 
meaningful worse financial difficulty scores compared to 
normative data was twice as high in UK patients compared 
to NL patients. Additionally, predictors of financial toxicity 
varied between the two countries.

Financial toxicity in cancer patients has been evaluated 
previously in different settings [8, 36–38]. However, com-
paring financial toxicity across studies is challenging as 
different studies address different patient populations (e.g., 
long-term survivors, localized versus advanced disease, dif-
ferent cancer types), use different definitions of financial 
toxicity, and use different measurement tools. Furthermore, 
differences in general population norm data among countries 
and differences in health care settings (e.g., availability of a 
public health care system) restrict the comparison of finan-
cial toxicity among cancer patients across countries [34]. In 
one study evaluating QoL at progression in STS patients liv-
ing in the US or Europe, financial difficulty measured with 
the EORTC QLQ-C30 scale showed a mean score of 25 (SD 
33) at baseline and 30 (SD 34) at progression, which is con-
sistent with our results (UK mean: 24; NL mean: 12) [39].

Looking at the general population norm data, the mean 
financial difficulty score is higher (i.e., worse) for UK resi-
dents (mean 15, SD 29) compared to NL residents (mean 
5, SD 17). Our results show that these scores deteriorate 
when someone gets diagnosed with an advanced soft tissue 
sarcoma (UK: mean 24, SD 34; NL: mean 12, SD 25). The 

Table 1  Patients reporting 
sarcoma-related extra  costsa

a Responses were dichotomized as follows: “a little,” “quite a bit,” and “very much” were grouped together 
to indicate having experienced extra costs, while responses of “not at all” were categorized as not having 
experienced the event
b Three missing values
c Missing in three patients that reported extra costs
d Missing in two patients that reported extra costs
e Five missing values

Total (n = 137) UK (n = 72) NL (n = 65) P-value

Medicationb 26 (19%) 6 (9%) 20 (31%)  < 0.001
Leading to financial difficulties 3 (12%) 1 (17%) 2 (10%)
Travel  expensesb 90 (67%) 47 (66%) 43 (68%) 0.800
Leading to financial  difficultiesc 9 (10%) 8 (17%) 1 (2%)
Parkingb 76 (57%) 29 (41%) 47 (75%)  < 0.001
Leading to financial  difficultiesd 9 (12%) 7 (24%) 2 (4%)
Medical  devicese 17 (13%) 9 (13%) 8 (13%) 0.994
Leading to financial difficulties 2 (12%) 2 (22%) 0 (0%)
Other 7 (5%) 6 (8%) 1 (2%) 0.071
Leading to financial difficulties 5 (71.4%) 5 (83%) 0 (0%)
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large standard deviation of the financial difficulty score in 
UK patients suggests that the UK population is very hetero-
geneous. In univariate analysis, UK residence was a nega-
tive predictor for financial toxicity. Multivariate analysis 
indicated that the higher scores observed in the UK are at 
least partially attributed to the income of the patient. This is 
not surprising, considering that more than 80% of patients 
were of working age (< 65 years). This aligns with a previ-
ous sensitivity analysis focusing on patients aged ≤ 60 years, 
showing that employment was the most important predictor 
of financial toxicity [24]. In the NL, neither income nor a 

change in employment status was identified as a predictor. 
This might be due to the organization of the Dutch health-
care system, where the first year of sick leave is paid at 100% 
of the salary by the employer and the second year at 70% 
of the salary, meaning that cancer patients in the Nether-
lands who were employed are financially well supported for 
2 years after diagnosis. Additionally, the need for patients in 
the UK to travel greater distances to access palliative chemo-
therapy at sarcoma reference centers may play a role, as the 
UK has only nine reference centers for a population of 68.3 

Table 2  Univariate analysis for 
financial toxicity

NL, the Netherlands; UK, United Kingdom; GHS, Global Health Status; Ref, reference

Participant characteristics Financial  toxicitya

No Yes Total Odds ratio P-value

Country 0.023
   UK 43 (60) 29 (40) 72 (100) 2.409
   NL (reference) 51 (79) 14 (22) 65 (100) Ref

Age, years 0.261
   18–39 7 (64) 4 (36) 11 (100) 1.846
   40–65 44 (63) 26 (37) 70 (100) 1.909
   > 65 (reference) 43 (77) 13 (23) 56 (100)

Disease timeline 0.898
   ≤ 6 months (reference) 40 (68) 19 (32) 59 (100) Ref
   > 6 months 54 (69) 24 (31) 78 (100) 0.953

Gender 0.357
   Male 44 (65) 24 (35) 68 (100) 1.407
   Female (reference) 50 (73) 19 (28) 69 (100) Ref

Relationship status 0.014
   Married/partner (reference) 83 (73) 31 (27) 114 (100) Ref
   Single 11 (48) 12 (52) 23 (100) 3.213

Education level 0.124
   Low 14 (52) 13 (48) 27 (100) 2.670
   Medium 57 (72) 22 (28) 79 (100) 1.129
   High (reference) 23 (74) 8 (26) 31 (100) Ref

Employment status changed due to sarcoma 0.019
   No (reference) 22 (76) 7 (24) 29 (100) Ref
   Yes 30 (55) 25 (46) 55 (100) 2.619
   Not applicable (retired) 42 (79) 11 (21) 53 (100) 0.843

Patients’ net monthly income 0.093
   No income or ≤ £/€ 2000 (reference) 44 (61) 28 (39) 72 (100) Ref
   > £/€ 2000 28 (78) 8 (22) 36 (100) 0.439
   Prefer not to say 22 (79) 6 (21) 28 (100) 0.419

Any type of extra sarcoma-related  costsb

   No (reference) 22 (76) 7 (24) 29 (100) Ref 0.317
   Yes 70 (66) 36 (34) 106 (100) 1.616

Worse GHS compared to norm  datac 0.086
   No (reference) 62 (74) 22 (26) 84 (100) Ref
   Yes 32 (60) 21 (40) 53 (100) 1.909
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million, compared to seven centers in the Netherlands, which 
serves a population of 17.4 million [40, 41].

Univariate analysis showed that patients with a single 
relationship status and patients experiencing a change in 
employment status due to their cancer diagnosis were most 
at risk of financial toxicity. These findings align with pre-
viously published research on financial toxicity in cancer 
patients [8, 17, 36–38, 42]. Reduced working hours or ina-
bility to work may lead to the depletion of financial reserves 
required to meet direct and indirect medical costs. Single 
patients or patients living alone cannot rely on a partner for 
financial support, thereby increasing their susceptibility to 
financial toxicity.

In contrast, certain previously reported negative pre-
dictors, such as younger age, lower educational level, and 
extra costs (i.e., out-of-pocket costs), were not significant 
in our analysis. For example, although younger patients 
typically possess fewer financial reserves and often have a 
lower income, and several studies have demonstrated their 
vulnerability to financial toxicity [17, 38, 43], in our study, 

age was not identified as a predictor for financial toxicity, 
possibly due to sample size limitations and grouping of age 
categories.

In both the UK and NL, sarcoma care is centralized in 
sarcoma specialist centers. Consequently, it is not surprising 
that up to two-thirds of patients reported travel expenses. 
This suggests that patients with sarcoma or other rare tumors 
may need more financial support compared to patients with 
common cancers, or a care model that allows central coor-
dination but local delivery of treatment. Strikingly, only a 
minority of patients indicated that they experience finan-
cial difficulties due to travel expenses. However, the impact 
of extra costs might be influenced by other factors such as 
household income and financial reserves [44]. Moreover, we 
did not collect data on the specific amount of extra costs, and 
extra costs were dichotomized into two categories, which 
might lead to an overestimation of the extent of extra costs.

Our results show that in addition to dealing with their 
sarcoma diagnosis, patients have to deal with financial toxic-
ity, which can lead to feelings of being compelled to work, 

Table 3  Multivariate logistic 
regression analysis of factors 
associated with financial 
 toxicitya,b

NL, the Netherlands; UK, United Kingdom; GHS, Global Health Status
a For each participant, the difference was calculated between the mean score for financial toxicity (EORTC 
QLQ-C30) and the mean score for financial difficulties of the norm population of the UK (mean 14.5, SD 
28.7) or the Netherlands (mean 4.9, SD 17.1) [34]. A score of ≥ 11 points higher compared to the norm 
data was considered as a clinically meaningful worse score [35]
b The model was generated via backward selection
c For each participant, the difference was calculated between the mean score for GHS (EORTC QLQ-C30) 
and the mean score for GHS of the norm population of the UK (mean 62.3, SD 23.7) or the Netherlands 
(mean 77.4, SD 19.8) [34]. A score of ≥ 10 points lower compared to the norm data was considered as a 
clinically meaningful worse score [35]
d Any type of extra costs, including “medication,” “travel expenses,” “parking costs,” “medical devices,” 
and “other”

Country Variables Odds ratio P-value

UK Patients’ net monthly income 0.018
   No income or ≤ £/2000 (reference)
   > £/2000 0.207
   Prefer not to say 0.131

Worse GHS compared to norm data (reference = no)c

   Yes 5.171 0.012
Any type of extra sarcoma-related costsd (reference = no)
   Yes 3.472 0.088

NL Gender (reference = female)
   Male 13.286 0.027

Relationship status (reference = married/partner)
   Single 41.735 0.007

Employment status changed due to sarcoma 0.061
   No (reference)
   Yes 11.748
   Not applicable (retired) 1.866
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lifestyle adjustments, or uncertainty regarding treatment 
decisions (i.e., decisional conflict). For example, despite 
an interval between diagnosis of advanced STS and study 
participation of > 6 months in most patients, over half of 
working-age patients were still employed at the moment 
of study enrollment. One-third of working patients felt 
entirely unable to work, and the median workability index 
was only 6/10 (range 0–10). This observation might suggest 
that patients feel forced to work to avoid income loss. This 
hypothesis is supported by the univariate analysis, where a 
change in employment status emerged as a negative predic-
tor for financial toxicity.

In both the UK and NL, patients participating in the study 
were insured by the public health insurance system. There-
fore, our results highlight that public health insurance does 
not eliminate financial distress and its disparities among can-
cer patients. Understanding the patient’s experience of finan-
cial toxicity represents an unmet need. Patients might not 
always be aware of available financial support and, therefore, 
might not raise this issue themselves. More awareness of 
financial toxicity could be created by implementing screen-
ing for financial toxicity in clinical practice, as suggested by 
the expert consensus statement of the European Society of 
Medical Oncology (ESMO) [45]. For instance, the EORTC 
QLQ-C30 financial difficulty scale used in this study (“In 
the past week, has your physical condition or medical treat-
ment caused you financial difficulties?”), is a practical tool 
for initial screening. Positive screening should be followed 
by an in-depth assessment of financial toxicity. This also 
holds implications for clinical practice and policy solutions. 
For example, if a patient suffers from financial difficulties, 
counseling by a professional (e.g., social worker) should 
be provided. Additionally, health insurance services could 
create awareness of possible financial benefits and provide 
information on how to claim them. Employers could offer 
work adjustments or support for patients who wish to con-
tinue or return to work. The government could support can-
cer patients by assuring financial support in cases of income 
loss. Additionally, there might be a stigma associated with 
claiming financial help, which could deter patients from 
seeking financial support. Addressing this stigma is crucial 
to ensure that patients feel comfortable accessing financial 

resources. Finally, it can help mitigate financial toxicity by 
creating more awareness of financial toxicity, for example, 
by asking if the cancer diagnosis or treatment leads to extra 
costs for the patient. This approach may help prevent treat-
ment decisions from being influenced by financial burdens, 
especially when the treatment is expected to provide a clear 
benefit.

One of the major strengths of this study is that we 
included various sociodemographic characteristics and 
that results were compared with general country-specific 
population norm data, thereby reducing the amount of con-
founding. Another strength is that we used validated meas-
urement tools (i.e. EORTC QLQ-C30) and thresholds for 
defining clinically meaningful changes [34]. A limitation 
is that due to the relatively small sample size, the statisti-
cal power to identify predictors of financial toxicity might 
have been limited. Furthermore, other factors potentially 
influencing financial toxicity, such as available savings and 
the absolute number of extra costs, were not collected. The 
cut-off of £/€2000 net salary/month is arbitrary, and we did 
not take into account differences in costs of living in the 
UK and NL. Furthermore, about 20% of patients preferred 
not to disclose their net income, possibly inducing bias. 
Another limitation is that the data were collected between 
2018 and 2020, which may no longer fully reflect current 
circumstances. Factors that potentially impact financial 
toxicity, such as the organization of palliative care path-
ways and reimbursement policies, may have changed since 
the time of data collection.

Conclusion

This is the first study assessing the prevalence and predictors 
of financial toxicity in patients with advanced STS start-
ing palliative systemic therapy. Financial toxicity is com-
mon among patients diagnosed with advanced STS, even in 
countries with a public health care system, and can lead to 
additional stress during this challenging time. Identifying 
patients at risk of treatment-related financial toxicity may 
enable timely provision of support by different stakeholders, 
which may have a positive impact on overall quality of life.



Supportive Care in Cancer          (2025) 33:228  Page 9 of 11   228 

Appendix

Acknowledgements We would like to thank all the patients who par-
ticipated in this study.

Author contribution The concept was designed by OH, WG, and EY. 
The protocol was written by EY. Data collection was done by EY, DH, 
RLJ, ID, ER, RY, AO, HG, and OH. ER analyzed the data. The first 
draft of the manuscript was written by ER. All authors contributed 
to the development of the study, discussed of results, reviewed, and 
revised the manuscript critically. All authors had full access to all the 
data in the study and had final responsibility for the decision to submit 
for publication.

Funding The work was supported by The Royal Marsden NHS Foun-
dation Trust together with The Institute of Cancer Research, which 
receives Biomedical Research Centre (BRC) funding through the 
National Institute for Health Research (NIHR). This work received 
financial support from Lilly (grant number I5B-BP-O003).

Data availability No datasets were generated or analysed during the 
current study.

Declarations 

Consent to participate The authors confirm that all human research 
participants provided informed consent for both participation in the 
study and the publication of anonymized results, ensuring that no indi-
vidual participant is identifiable.

Conflict of interest N. Steeghs provided consultation or attended ad-
visory boards for Boehringer Ingelheim, Ellipses Pharma, GlaxoS-
mithKline, Incyte, and Luszana. N Steeghs received research grants 
from Abbvie, Actuate Therapeutics, Amgen, Array, Ascendis Pharma, 
AstraZeneca, Bayer, Blueprint Medicines, Boehringer Ingelheim, 
Bristol-Myers Squibb, Cantargia, CellCentric, Cogent Biosciences, 
Cresecendo Biologics, Cytovation, Deciphera, Dragonfly, Eli Lilly, 
Exelixis, Genentech, GlaxoSmithKline, IDRx, Immunocore, Incyte, 
InteRNA, Janssen, Kinnate Biopharma, Kling Biotherapeutics, Lixte, 
Luszana, Merck, Merck Sharp & Dohme, Merus, Molecular Partners, 
Navire Pharma, Novartis, Numab Therapeutics, Pfizer, Relay Phar-
maceuticals, Revolution Medicin, Roche, Sanofi, Seattle Genetics, 
Taiho, and Takeda. All outside the submitted work, all payments to 
the Netherlands Cancer Institute. W. van der Graaf: Advisory boards 
SpringworkTx, Agenus and PTC Therapeutics (all to the institute) and 
research grants from Eli Lilly (to the Institute). All remaining authors 
have declared no conflicts of interest.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. Coindre JM, Terrier P, Guillou L, Le Doussal V, Collin F, 
Ranchère D et al (2001) Predictive value of grade for metasta-
sis development in the main histologic types of adult soft tissue 
sarcomas: a study of 1240 patients from the French Federation of 
Cancer Centers Sarcoma Group. Cancer 91(10):1914–1926

 2. Gronchi A, Miah AB, Dei Tos AP, Abecassis N, Bajpai J, Bauer 
S et al (2021) Soft tissue and visceral sarcomas: ESMO-EURA-
CAN-GENTURIS Clinical Practice Guidelines for diagnosis, 
treatment and follow-up(☆). Ann Oncol 32(11):1348–1365

 3. Benjamin RS, Wiernik PH, Bachur NR (1975) Adriamycin: a 
new effective agent in the therapy of disseminated sarcomas. Med 
Pediatr Oncol 1(1):63–76

 4. de Souza JA, Yap BJ, Wroblewski K, Blinder V, Araújo FS, 
Hlubocky FJ et  al (2017) Measuring financial toxicity as a 
clinically relevant patient-reported outcome: the validation of 
the comprehensive score for financial toxicity (COST). Cancer 
123(3):476–484

 5. Meneses K, Azuero A, Hassey L, McNees P, Pisu M (2012) Does 
economic burden influence quality of life in breast cancer survi-
vors? Gynecol Oncol 124(3):437–443

Table 4  Sociodemographic characteristics

Sociodemographic characteristics

UK (n = 72) NL (n = 65) P-value

Age, years 0.966
   18–39 6 (8) 5 (8)
   40–65 36 (50) 34 (52)
   > 65 30 (42) 26 (40)

Disease timeline 0.041
   ≤ 6 months 25 (35) 34 (52)
   > 6 months 47 (65) 31 (48)

Gender 0.609
   Male 34 (47) 34 (52)
   Female 38 (53) 31 (48)

Relationship status 0.820
   Married/partner 59 (82) 55 (85)
   Single 13 (18) 10 (15)

Education level  < 0.001
   Low 18 (25) 9 (14)
   Medium 30 (42) 49 (75)
   High 24 (33) 7 (11)

Disease extent 0.374
   Locally advanced 8 (11) 4 (6)
   Metastatic 64 (89) 61 (94)

Histological subtype 0.236
   Leiomyosarcoma 25 (35) 15 (23)
   Liposarcoma 15 (21) 15 (23)
   UPS 11 (15) 6 (9)
   Angiosarcoma 3 (4) 7 (11)
   Other 18 (25) 22 (34)

http://creativecommons.org/licenses/by/4.0/


 Supportive Care in Cancer          (2025) 33:228   228  Page 10 of 11

 6. Ell K, Xie B, Wells A, Nedjat-Haiem F, Lee PJ, Vourlekis B 
(2008) Economic stress among low-income women with cancer: 
effects on quality of life. Cancer 112(3):616–625

 7. Fenn KM, Evans SB, McCorkle R, DiGiovanna MP, Pusztai L, 
Sanft T et al (2014) Impact of financial burden of cancer on sur-
vivors’ quality of life. J Oncol Pract 10(5):332–338

 8. Harris JP, Hsu S, Ku ECY, Nagasaka M, Kuo JV, Healy E 
(2023) Severity of financial toxicity for patients receiving pal-
liative radiation therapy. Int J Radiation Oncol*Biol*Phys 117(2, 
Supplement):e234-e5

 9. Leng A, Jing J, Nicholas S, Wang J (2019) Catastrophic health 
expenditure of cancer patients at the end-of-life: a retrospective 
observational study in China. BMC Palliat Care 18(1):43

 10. Reddy SR, Broder MS, Chang E, Paydar C, Chung KC, Kansal AR 
(2022) Cost of cancer management by stage at diagnosis among 
Medicare beneficiaries. Curr Med Res Opin 38(8):1285–1294

 11 Rubagumya F, Wilson B, Manirakiza A, Mutabazi E, A. Ndoli 
D, Rudakemwa E, et  al. (2024) Financial toxicity: unveiling 
the burden of cancer care on patients in Rwanda. Oncologist 
29(3):e345-e50

 12. Khera N, Zhang N, Hilal T, Durani U, Lee M, Padman R, et al 
(2022) Association of health insurance literacy with finan-
cial hardship in patients with cancer. JAMA Network Open. 
;5(7):e2223141-e

 13. Mathew M, Rao AP, Pai A, Sumit K, Lewis S (2024) Assessment 
of financial toxicity and coping strategies associated with cancer 
treatment among caregivers of patients with cancer from a lower-
middle–income country. JCO Global Oncol 10:e2300397

 14. Hanratty B, Holland P, Jacoby A, Whitehead M (2007) Financial 
stress and strain associated with terminal cancer–a review of the 
evidence. Palliat Med 21(7):595–607

 15. Perrone F, Jommi C, Di Maio M, Gimigliano A, Gridelli C, Pig-
nata S et al (2016) The association of financial difficulties with 
clinical outcomes in cancer patients: secondary analysis of 16 
academic prospective clinical trials conducted in Italy. Ann Oncol 
27(12):2224–2229

 16. Jagsi R, Ward KC, Abrahamse PH, Wallner LP, Kurian AW, 
Hamilton AS et al (2018) Unmet need for clinician engagement 
regarding financial toxicity after diagnosis of breast cancer. Can-
cer 124(18):3668–3676

 17. Support MC (2013) Cancer’s hidden price tag: revealing the costs 
behind the illness. Available from: https:// www. macmi llan. org. uk/ 
docum ents/ getin volved/ campa igns/ costo fcanc er/ cance rs- hidden- 
price- tag- report- engla nd. pdf. Accessed 24 Jan 2024

 18. Zafar SY, McNeil RB, Thomas CM, Lathan CS, Ayanian JZ, 
Provenzale D (2015) Population-based assessment of cancer sur-
vivors’ financial burden and quality of life: a prospective cohort 
study. J Oncol Pract 11(2):145–150

 19. Altice CK, Banegas MP, Tucker-Seeley RD, Yabroff KR (2017) 
Financial hardships experienced by cancer survivors: a systematic 
review. J Natl Cancer Inst 109(2)

 20. Markman M, Luce R (2010) Impact of the cost of cancer treat-
ment: an internet-based survey. J Oncol Pract 6(2):69–73

 21. Zafar SY, Peppercorn JM, Schrag D, Taylor DH, Goetzinger AM, 
Zhong X, Abernethy AP (2013) The financial toxicity of cancer 
treatment: a pilot study assessing out-of-pocket expenses and the 
insured cancer patient’s experience. Oncologist 18(4):381–390

 22. Neugut AI, Subar M, Wilde ET, Stratton S, Brouse CH, Hillyer GC 
et al (2011) Association between prescription co-payment amount 
and compliance with adjuvant hormonal therapy in women with 
early-stage breast cancer. J Clin Oncol 29(18):2534–2542

 23. van de Poll-Franse LV, Horevoorts N, van Eenbergen M, Denollet 
J, Roukema JA, Aaronson NK et al (2011) The patient reported 
outcomes following initial treatment and long term evaluation of 
survivorship registry: scope, rationale and design of an infrastruc-
ture for the study of physical and psychosocial outcomes in cancer 
survivorship cohorts. Eur J Cancer 47(14):2188–2194

 24. Younger E, Jones RL, den Hollander D, Soomers V, Desar IME, 
Benson C et al (2021) Priorities and preferences of advanced soft 
tissue sarcoma patients starting palliative chemotherapy: baseline 
results from the HOLISTIC study. ESMO Open 6(5):100258

 25. Younger E, Jones RL, Desar IME, Peckitt C, van der Graaf WTA, 
Husson O (2020) Health-related quality of life in patients with 
advanced soft tissue sarcomas treated with chemotherapy (the 
HOLISTIC study): protocol for an international observational 
cohort study. BMJ Open 10(6):e035171

 26. Fayers P, Bottomley A (2002) Quality of life research within 
the EORTC-the EORTC QLQ-C30. European Organisation 
for Research and Treatment of Cancer. Eur J Cancer 38 Suppl 
4:S125–33

 27. EORTC. EORTC QLQ-C30 Scoring Manual. 2001(third edition)
 28. (ASHE) ASoHaE. Employee earnings in the UK: 2018. Available 

from: https:// www. ons. gov. uk/ emplo yment andla bourm arket/ peopl 
einwo rk/ earni ngsan dwork ingho urs/ bulle tins/ annua lsurv eyofh 
oursa ndear nings/ 2018. Accessed 24 Jan 2024 

 29. Centraal Bureau voor Statistiek (CBS) (2023) Inkomen van per-
sonen; inkomensbestanddelen, persoonskenmerken. Available 
from: https:// opend ata. cbs. nl/ statl ine/#/ CBS/ nl/ datas et/ 84494 
NED/ table? dl= A9CAE. Accessed 24 Jan 2024

 30. Ilmarinen J. The Work Ability Index (WAI). Occupational Medi-
cine. 2007;57(2):160-.

 31. de Zwart BC, Frings-Dresen MH, van Duivenbooden JC (2002) 
Test-retest reliability of the Work Ability Index questionnaire. 
Occup Med (Lond) 52(4):177–181

 32. de Boer AG, Verbeek JH, Spelten ER, Uitterhoeve AL, Ansink 
AC, de Reijke TM et al (2008) Work ability and return-to-work 
in cancer patients. Br J Cancer 98(8):1342–1347

 33. O'Connor A. Decisional conflict scale. Available from: https:// 
decis ionaid. ohri. ca/ docs/ devel op/ User_ Manua ls/ UM_ Decis ional_ 
Confl ict. pdf. Accessed 20 Feb 2024

 34. Nolte S, Liegl G, Petersen MA, Aaronson NK, Costantini A, Fay-
ers PM et al (2019) General population normative data for the 
EORTC QLQ-C30 health-related quality of life questionnaire 
based on 15,386 persons across 13 European countries, Canada 
and the United States. Eur J Cancer 107:153–163

 35. Cocks K, King MT, Velikova G, Martyn St-James M, Fayers PM, 
Brown JM (2011) Evidence-based guidelines for determination of 
sample size and interpretation of the European Organisation for 
the Research and Treatment of Cancer Quality of Life Question-
naire Core 30. J Clin Oncol 29(1):89–96

 36. Fabian A, Rühle A, Domschikowski J, Trommer M, Wegen 
S, Becker JN et al (2023) Financial toxicity in cancer patients 
undergoing radiotherapy in a universal health care system - a 
prospective multicenter study of 1075 patients. Radiother Oncol 
183:109604

https://www.macmillan.org.uk/documents/getinvolved/campaigns/costofcancer/cancers-hidden-price-tag-report-england.pdf
https://www.macmillan.org.uk/documents/getinvolved/campaigns/costofcancer/cancers-hidden-price-tag-report-england.pdf
https://www.macmillan.org.uk/documents/getinvolved/campaigns/costofcancer/cancers-hidden-price-tag-report-england.pdf
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/earningsandworkinghours/bulletins/annualsurveyofhoursandearnings/2018
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/earningsandworkinghours/bulletins/annualsurveyofhoursandearnings/2018
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/earningsandworkinghours/bulletins/annualsurveyofhoursandearnings/2018
https://opendata.cbs.nl/statline/#/CBS/nl/dataset/84494NED/table?dl=A9CAE
https://opendata.cbs.nl/statline/#/CBS/nl/dataset/84494NED/table?dl=A9CAE
https://decisionaid.ohri.ca/docs/develop/User_Manuals/UM_Decisional_Conflict.pdf
https://decisionaid.ohri.ca/docs/develop/User_Manuals/UM_Decisional_Conflict.pdf
https://decisionaid.ohri.ca/docs/develop/User_Manuals/UM_Decisional_Conflict.pdf


Supportive Care in Cancer          (2025) 33:228  Page 11 of 11   228 

 37. Büttner M, Singer S, Hentschel L, Richter S, Hohenberger P, 
Kasper B et al (2022) Financial toxicity in sarcoma patients and 
survivors in Germany: results from the multicenter PROSa study. 
Support Care Cancer 30(1):187–196

 38. Pearce A, Tomalin B, Kaambwa B, Horevoorts N, Duijts S, Mols 
F et al (2019) Financial toxicity is more than costs of care: the 
relationship between employment and financial toxicity in long-
term cancer survivors. J Cancer Surviv 13(1):10–20

 39. Hudgens S, Forsythe A, Kontoudis I, D’Adamo D, Bird A, Gelder-
blom H (2017) Evaluation of quality of life at progression in 
patients with soft tissue sarcoma. Sarcoma 2017:2372135

 40. Sarcoma UK. Sarcoma specialist centres. Available from: https:// 
sarco ma. org. uk/ about- sarco ma/ treat ing- sarco ma/ treat ing- sarco 
ma- in- adults/ sarco ma- speci alist- centr es/

 41. Orphanet. Expert centres and networks. Available from: https:// 
www. orpha. net/ en/ expert- centr es/ centr es/ 3394? name= Soft% 
20tis sue% 20sar coma& consu lting= medic al& age= all& offic ial= 
0& count ry= NETHE RLANDS. Accessed 24 Jan 2024 

 42. Rogers SN, Harvey-Woodworth CN, Lowe D (2012) Patients’ per-
spective of financial benefits following head and neck cancer in 
Merseyside and Cheshire. Br J Oral Maxillofac Surg 50(5):404–409

 43. Corrigan KL, Fu S, Chen YS, Kaiser K, Roth M, Peterson 
SK et al (2022) Financial toxicity impact on younger versus 
older adults with cancer in the setting of care delivery. Cancer 
128(13):2455–2462

 44. Fitch MI, Sharp L, Hanly P, Longo CJ (2022) Experiencing finan-
cial toxicity associated with cancer in publicly funded healthcare 
systems: a systematic review of qualitative studies. J Cancer Sur-
viv 16(2):314–328

 45. Carrera PM, Curigliano G, Santini D, Sharp L, Chan RJ, Pisu M 
et al (2024) ESMO expert consensus statements on the screen-
ing and management of financial toxicity in patients with cancer. 
ESMO Open 9(5):102992

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Authors and Affiliations

E. Roets1 · E. Younger2 · R. L. Jones2,3 · D.den Hollander4 · I. M. E. Desar4 · R. J. Young5 · A. W. Oosten6 · J. J. de Haan7 · 
H. Gelderblom8 · N. Steeghs1 · W. T. A. van der Graaf1,6 · O. Husson1,9

 * O. Husson 
 o.husson@erasmusmc.nl

 E. Roets 
 e.roets@nki.nl

 E. Younger 
 eugenie.younger1@nhs.net

 R. L. Jones 
 robin.jones4@nhs.net

 D.den Hollander 
 d.denHollander@radboudumc.nl

 I. M. E. Desar 
 Ingrid.Desar@radboudumc.nl

 R. J. Young 
 r.j.young@sheffield.ac.uk

 A. W. Oosten 
 a.oosten@erasmusmc.nl

 J. J. de Haan 
 j.j.de.haan@umcg.nl

 H. Gelderblom 
 A.J.Gelderblom@lumc.nl

 N. Steeghs 
 n.steeghs@nki.nl

 W. T. A. van der Graaf 
 w.vd.graaf@nki.nl

1 Department of Medical Oncology, The Netherlands 
Cancer Institute, Plesmanlaan 121, 1066 CX Amsterdam, 
The Netherlands

2 Sarcoma Unit, Royal Marsden NHS Foundation Trust, 
Fulham Road, London SW3 6JJ, UK

3 Division of Clinical Studies, Institute of Cancer Research, 
London, UK

4 Department of Medical Oncology, Radboud University 
Medical Centre, Nijmegen, The Netherlands

5 Academic Unit of Clinical Oncology, The University 
of Sheffield, Sheffield, UK

6 Department of Medical Oncology, Erasmus MC Cancer 
Institute, Erasmus University Medical Center, Rotterdam, 
The Netherlands

7 Department of Medical Oncology, University of Groningen, 
University Medical Center Groningen, Groningen, 
The Netherlands

8 Department of Medical Oncology, Leiden University 
Medical Center, Leiden, The Netherlands

9 Department of Surgical Oncology, ErasmusMC Cancer 
Institute, Erasmus University Medical Center, Doctor 
Molewaterplein 40, 3015 GD Rotterdam, The Netherlands

https://sarcoma.org.uk/about-sarcoma/treating-sarcoma/treating-sarcoma-in-adults/sarcoma-specialist-centres/
https://sarcoma.org.uk/about-sarcoma/treating-sarcoma/treating-sarcoma-in-adults/sarcoma-specialist-centres/
https://sarcoma.org.uk/about-sarcoma/treating-sarcoma/treating-sarcoma-in-adults/sarcoma-specialist-centres/
https://www.orpha.net/en/expert-centres/centres/3394?name=Soft%20tissue%20sarcoma&consulting=medical&age=all&official=0&country=NETHERLANDS
https://www.orpha.net/en/expert-centres/centres/3394?name=Soft%20tissue%20sarcoma&consulting=medical&age=all&official=0&country=NETHERLANDS
https://www.orpha.net/en/expert-centres/centres/3394?name=Soft%20tissue%20sarcoma&consulting=medical&age=all&official=0&country=NETHERLANDS
https://www.orpha.net/en/expert-centres/centres/3394?name=Soft%20tissue%20sarcoma&consulting=medical&age=all&official=0&country=NETHERLANDS

	Double burden: financial toxicity in patients with advanced soft tissue sarcoma at the start of first-line palliative chemotherapy: baseline data from the HOLISTIC study
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Highlights
	Introduction
	Material and methods
	Financial toxicity and associated factors
	Consequences of financial toxicity
	Statistical analysis

	Results
	Sociodemographic characteristics
	Income and employment of patients in the UK and NL
	Self-reported extra costs of patients in the UK and NL
	Prevalence of financial toxicity according to the EORTC QLQ-C30 and associated factors
	Consequences of financial toxicity

	Discussion
	Conclusion
	Appendix
	Acknowledgements 
	References


