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Progress in caring for cancer patients in the scope 
of quality of life assessment
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A b s t r a c t

Quality of  life is assessed using standardised general or specific ques tion-
naires. The  use of  such tools in scientific research makes it possible to 
determine how the  patient functions in specific domains of  life, and to 
measure the overall quality of life and health. A significant step forward in 
the approach to quality of life assessment is to also take into account factors 
relating to the patient’s feelings and opinions as well as objective health-
related factors. The patient is treated as an entity actively participating in 
the diagnostic and therapeutic process, whose subjective experiences are 
important. Research on quality of  life assessment constitutes an essential 
element in the  evaluation of  the  effectiveness of  medical technologies. It 
also represents a  new approach to formulating methods of  dealing with 
patients, which is particularly crucial in care for chronically ill patients, 
including cancer patients.
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Introduction

Along with the development of medical sciences, focused on extending 
life, preventing diseases, improving therapeutic methods, and reducing 
side effects, impairments and disability, we have observed an interest in 
the vital aspect of a sick person’s well-being. Focusing on the subjective 
assessment of  the  patient’s health, opinions, feelings, and sensations 
makes it possible to determine the declared level of quality of life (QoL). 
The QoL assessment is of particular importance in the care of patients 
diagnosed with chronic diseases, including cancer. 

A holistic approach to caring for patients, which, in addition to the im-
plementation of therapeutic goals, also includes non-medical goals, relat-
ing to the improvement of well-being and comfort of human functioning 
in various areas of life, is a significant advance in medical science. 

Definitions of quality of life

Over the past few decades, we have observed a systematic increase 
in the importance and value of QoL assessment both in the social and 
medi cal sciences. It is the  subject of  many studies, part of  everyday 
medi cal practice and a vital element in assessing the value of medical 
interventions.
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When we look for forms to conceptualise 
the notion of QoL, it turns out that there is no uni-
versal definition of the term that provides a clear 
understanding. The  concept of  QoL has been 
included in the  framework of  many definitions 
that are not contradictory but based on various 
foundations and emphasise different aspects and 
areas of human functioning. They usually arise fol-
lowing fundamental questions about how people 
live, what is important to them, what the highest 
value is, how they assess their daily life from dif-
ferent perspectives, and whether it is satisfying to 
them.

Considerations on the  QoL in the  context of 
health and disease have resulted in the  formula-
tion of a narrower, more exact term – health-related 
quality of  life (HRQoL). A valuable part of scienti-
fic achievements related to this issue is Schipper’s 
studies, which in the 1990s defined HRQoL as “the 
influence of a disease and its treatment perceived 
by the patient” [1]. According to the author, a per-
son makes an  individual assessment regarding 
the impact of disease and the therapeutic process 
on their functioning in four basic areas: physical, 
mental, social and in the sphere of somatic sensa-
tions. The  author emphasises the  importance of 
a holistic view of QoL, taking into account the med-
ical aspect, including physical condition, mobility, 
mental state and somatic sensations, as well as 
the  non-medical aspect regarding functioning in 
the family, work, and society.

According to the  World Health Organization, 
HRQoL is “the direct and indirect influence of dis-
ease and the treatment process, experienced and 
perceived by a  patient” [2]. The  approach em-
phasises the  impact of  health on subjective ex-
periences, feelings, and assessments regarding 
the patient’s functioning in various aspects of life.

Modern definitions of  QoL include numerous 
aspects of human life, such as health, well-being, 
security, relationships with others, life in society, 
the opportunity to learn, creative activities, help-
ing others, situation and material comfort, and 
leisure [3].

Quality of  life is an  important value for pa-
tients, but very difficult to measure and catego-
rise. This concept is considered extremely sub-
jective, which means that its interpretation and 
assessment depend on the mental state of an in-
dividual, their character, personality, preferences, 
current ailments, or accepted system of  values. 
When assessing the QoL, it is essential to distin-
guish the  patient’s subjective feelings, i.e. their 
perception of the QoL, from an objective, medical 
point of view, premises about their health, regard-
ing the  type of  illness, possible symptoms, con-
sequences, or side effects of therapy [4]. Further-
more, QoL assessment is dynamic, i.e. it changes 

over time due to the patient’s adaptation to the 
disease [5].

Quality of life in cancer

The measurement and assessment of  QoL in 
cancer patients is a difficult and complicated ac-
tivity due to the  complex and long-term nature 
of  the disease. The measurement of QoL in can-
cer patients is undoubtedly influenced by stress, 
which occurs already at the  stage of  diagnosis. 
Cancer patients experience physical stress related 
to pain and suffering; emotional stress manifest-
ed in irritation, anxiety, anger or depressive states; 
and social stress associated with the impossibility 
of performing social roles, the need for isolation 
and a feeling of rejection.

When ill, patients are forced to develop a spe-
cific, proper way of accepting and adapting to can-
cer. It is a long-term process aimed at eliminating 
the  feeling of  mental and emotional discomfort 
and restoring the fullest possible internal balance 
in the face of a new life situation, which is a se-
rious disease. Adopting an  appropriate method 
is essential for current health and improvement 
of the life situation, as well as for long-term health 
consequences. According to Moorey and Greer 
(1989), there are five main styles of adaptation to 
cancer: brave (fighting, active, optimistic, not giv-
ing up), coping (using defence mechanisms – de-
nying, avoiding, minimising the problem), adopt-
ing a fatalistic attitude (maintaining calmness and 
self-control, accepting fate, convinced that “what 
will be, will be”), adopting an attitude of passivity 
and hopelessness (frightened, depressed), feeling 
anxious (overwhelmed by trifles, adopting hypo-
chondriac attitudes) [6].

Patients adopting one of the first three strate-
gies have a  chance to adapt well to cancer and 
cope with the  associated physical and mental 
stress. The next two styles, which are the worst 
adaptation methods, significantly reduce the QoL.

The development of  a  specific coping style 
depends on several factors: the  type and severi-
ty of the disease, therapeutic method used, age, 
level of support and care provided to the patient, 
their character, temper, family relationships, and 
even professional and economic situation.

In the assessment of psychological adaptation 
to cancer, Czerw et al. identified coping strategies 
adopted by cancer patients [7]. Patients of  the 
Oncology and Haematology Clinic of  the  Cen-
tral Clini cal Hospital of  the  Ministry of  Interior 
and Administration in Warsaw participated in 
the study. Their level of adaptation to the disease 
was measured using the  Mental Adaptation to 
Cancer Scale Mini-MAC. Each of  the  four dimen-
sions of the scale – fighting spirit, positive re-eval-
uation, helplessness–hopelessness, and anxiety 
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– were juxtaposed with demographic and socio- 
economic characteristics to investigate the  rela-
tionships between them. The  results obtained 
from the  study indicated that cancer patients 
demonstrate significant behaviours that allow for 
the  determination of  the  coping strategies they 
adopted. People diagnosed with cancer demon-
strate stronger constructive behaviour, in the  
areas of fighting spirit and positive re-evaluation 
than destructive – helpless–hopelessness and an-
xiety. It has been observed that the dominant be-
haviours in the area of helplessness–hopelessness 
are more common in men than in women, which 
implies that men suffering from cancer more often 
adopt a passive attitude, lose their fighting spirit, 
suffer from depression, doubt and resignation. It 
has also been proved that people with metasta-
ses, compared to patients without, demonstrate 
stronger behaviours typical of  the  area of  help-
lessness–hopelessness. The  most common atti-
tudes in the  group of  patients with metastases 
are depression, doubting recovery, and eventually 
conceding defeat in the fight for health and life. 
The same destructive model of coping is more of-
ten observed among patients who are pensioners 
than in working people. Pensioners demonstrate 
behaviours that show a  sense of  powerlessness 
and helplessness. The  results also showed that 
cancer patients demonstrate the  fighting spirit 
strategy for the shortest time. They adopt an ac-
tive, fighting attitude focused on the  task and 
goal of  overcoming the  disease. However, with 
time, fatigue, exhaustion, and resignation appear, 
and the desire to overcome the disease subsides. 
The study showed that cancer patients use differ-
ent coping strategies depending on demographic 
and socio-economic factors.

It is worth emphasising that patients’ actions 
and efforts to better adapt to the disease can be 
supported by shaping and developing individual 
resources, including positive thinking, self-esteem, 
resourcefulness, strengthening the sense of con-
trol, and mobilisation in difficult situations [8].

When appreciating the importance and nature 
of an approach to the cancer experience, we ob-
serve that one of the challenges of modern medi-
cine is – in addition to improving general health 
and extending life – ensuring an  adequate level 
of  quality in human functioning in the  physical, 
mental and social sphere. For this purpose, it is 
necessary to explore the  subjective dimension 
as closely as possible, which is the  assessment 
of health and QoL perceived from the viewpoint 
of the patients themselves.

Usefulness of HRQOL research

Research on patients’ QoL provides insight 
into the nature of the disease from a non-clinical 

perspective. It allows us to take into account, ap-
preciate and focus on personal views of patients 
regarding their well-being, sensations, and emo-
tions, and thus provide a new view on the disease 
process. It helps us learn and assess the mecha-
nisms of influence of the disease on human func-
tioning in various spheres of  life. Quality of  life 
assessment applies in the following areas.

Medical practice

Quality of life assessment is an extremely valu-
able element of the entire patient care process. It 
supplements the  medical premises with person-
al feelings, observations, and opinions of the pa-
tient about their difficult situation, i.e. expe-
riencing the  disease. It helps identify areas that 
are the  “weakest links” among the  functioning 
spheres of an individual, in which he/she requires 
the greatest support. Such action allows more ac-
curate choices to be made in the complex process 
of patient care [9].

Doctor–patient relations

Medical personnel’s understanding of  how 
the disease affects the quality of human life can 
become an  incentive to improve communication 
methods tailored to the  individual needs of  pa-
tients, as well as increasing the feeling of empathy, 
which translates into a significant improvement in 
the relationship between doctors and patients.

Facts about the  patient’s life and experi-
ence of  the  disease are often insignificant from 
the viewpoint of  medical personnel; however, in  
the patient’s opinion, they are of  fundamental 
importance and can significantly affect health. 
Research on QoL is also an impulse to continual-
ly search for alternative therapy methods, taking 
into account the  patient’s predispositions, life 
situa tion, mental state, personality traits, needs 
and expectations [10].

Thanks to such procedures, doctors have 
a  greater sense of  their work and professional 
fulfilment, and patients are provided with more 
comprehensive care. By clearly emphasising and 
appreciating the importance of assessing the QoL, 
patients become a  partner in the  complex and 
long-term process of treatment and recovery.

Pharmacoeconomic analyses to assess 
treatment effectiveness

Assessment of the effectiveness of the therapy 
used, including traditional health indicators and 
analysis of  the  impact of  therapy on symptom 
control, as well as the frequency and type of com-
plications, is supplemented with an  assessment 
of the patient’s QoL. Information obtained direct-
ly from the patient is relevant to determine their 
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subjective concerns, ailments and needs. It implies 
that the subject of medical interest is not only to 
prolong life but also improve well-being and bring 
the level of a patient’s QoL closer to the level be-
fore the onset of the disease.

In the face of continually growing health needs, 
which are met by new medical technologies, one 
can observe a  constant increase in financial ex-
penditure on health care. Therefore, a  question 
arises as to whether specific procedures and tech-
nologies contribute to achieving a  measurable 
health effect, and whether they correlate with 
a  higher level of  patient satisfaction and well- 
being – and thus a sufficiently high level of QoL.  
As a result, QoL assessment is becoming increas-
ingly crucial in pharmacoeconomic analyses con-
ducted to assess treatment effectiveness.

The QALY measure (quality-adjusted life year) is 
used to compare alternative therapeutic methods. 
Using the QALY measure, it is possible to express, 
in measurable categories, additional years of  life 
obtained through the use of  specific medical in-
terventions, taking into account the accompany-
ing QoL described on a scale of 0-1. To calculate 
QALY, these two values are multiplied [11].

Health policy

The QoL assessment can be part of the evalua-
tion of changes introduced under health and so-
cial policy. It allows us to check whether the imple-
mented modifications have provided the intended 
effect, i.e. whether they correlate with a  better 
QoL for people in the population covered by a giv-
en programme [12].

Questionnaire methods to assess the quality 
of life of cancer patients

Progress in assessing QoL is associated with 
the  introduction of  questionnaire methods that  
allow for a thorough analysis of the mental state, 
level of  satisfaction and well-being of  cancer pa-
tients, in addition to their physical condition. 
Thanks to their use, the researcher obtains a quan-
titative result that can be easily compared with 
the results obtained from research on QoL conduct-
ed on different groups of patients. In addition, con-
ducting research based on questionnaire methods 
is not time-consuming and is relatively convenient.

Questionnaires enable the assessment of var-
ious aspects of  life, where the  answers are as-
signed specific partial values. Then, they are add-
ed to values defining the level of QoL in the main 
areas of  human functioning. The  total score is 
a measure of the overall level of QoL of the stud-
ied patient.

There are two basic groups of  the most com-
monly used tools for measuring QoL. General (ge-

neric) questionnaires are designed to study the 
QoL in a broad, general range, in large and diverse 
populations of healthy and sick people, with vari-
ous health problems. Thanks to this, one can make 
any comparisons within different groups of peo-
ple. However, the general nature of the tools con-
stitutes a limitation – they show low sensitivity in 
identifying small, but crucial changes in QoL, from 
the  patient’s point of  view because the  aspect 
which is mainly affected by the  disease may be 
insufficiently represented by questionnaire ques-
tions. The second group comprises specific ques-
tionnaires, which are designed to measure QoL in 
particular diseases (e.g. breast cancer, colorectal 
cancer, lymphoma) or groups of  diseases (e.g. 
cardiovascular diseases). Questions contained in 
these types of tools only concern aspects that are 
relevant to a specific target group. For this reason, 
they are characterised by greater sensitivity in 
identifying changes in the  level of  QoL than ge-
neric questionnaires [13].

The defined research goal dictates the choice 
of a specific tool. A good practice is to use a gene-
ral tool or a combination of a general and specif-
ic tool to assess the  studied phenomenon more 
comprehensively [14].

In the mid-twentieth century, the general con-
dition and QoL of people diagnosed with cancer 
were assessed only on the  basis of  their physi-
cal limitations – e.g. using the Karnofsky Perfor-
mance Index. The  scale, determining the  degree 
of functional status, ranges from 0 to 100, where  
0 means death, and 100 means a normal condi-
tion, no ailments, or symptoms of  disease [15]. 
Since the  1990s, significant progress in the  ap-
proach to assessing QoL has been observed, which 
allowed for a  holistic approach to this research 
issue, while respecting its multidimensional and 
interdisciplinary nature. The majority of measure-
ment tools used at the time were designed in such 
a way as to help learn and analyse additional in-
dicators for the overall assessment of QoL, such 
as ailments, work of the senses, the performance 
of  social roles, cognitive functioning, emotional 
and mental state, and self-service of the patient.

The following research tools can be distin-
guished among the most commonly used methods 
for assessing the QoL of cancer patients.

SF-36 questionnaire (Short Form (36) Health 
Survey)

The SF-36 questionnaire was developed by 
the  research organisation RAND Corporation, as 
part of a multi-year, multi-centre study, aimed at ex-
plaining differences in patient outcomes (Medi cal 
Outcomes Study (MOS)). The SF-36 tool, in its orig-
inal version, has been made available for free use 
by RAND Corporation. In addition, a group of scien-



Progress in caring for cancer patients in the scope of quality of life assessment

Arch Med Sci 5

tists conducting the MOS study developed a com-
mercial version of  the  SF-36 questionnaire [16]. 
Currently, the  research uses the  second version 
of  the  tool (SF-36v2), available in over 170 lan-
guage versions.

The SF-36 tool is an  instrument designed to 
be completed by patients and used to measure 
the  subjective health assessment of  healthy 
people or patients with various diseases. It con-
tains 11 questions with 36 statements. They are 
assigned to eight areas in which the  QoL is as-
sessed: physical functioning (PF), role physical 
(RP), mental health (MH), role emotional (RE), so-
cial functioning (SF), bodily pain (BP), vitality (VT), 
general health (GH).

Moreover, health transition (HT) is assessed, 
i.e. current health in comparison to health a year 
earlier [17].

The QoL indicator is calculated by adding 
up points from all eight scales, which allows for 
an overall assessment of health.

The indicators can be summed up into two 
general domains related to the  physical health 
summary (PHS) – as the  average of  points from 
the  PF, RP, BP and GH scales – and the  mental 
health summary (MHS) – as the average of points 
obtained in the  scope of  the MH, RE, SF and VT 
scales. The  highest number of  points obtained 
means the lowest degree in the QoL assessment, 
while the lowest value is associated with the high-
est level of QoL [17].

WHOQOL-BREFF Questionnaire  
(World Health Organization Quality of Life 
– BREFF)

In 1991 the  World Health Organization initi-
ated the  WHOQOL (World Health Organization 
Quality of Life) project, which developed the WHO-
QOL-100 questionnaire – a  universal instrument 
for measuring the  overall assessment of  QoL, 
which can be used in international and intercul-
tural settings. It includes 100 questions evaluated 
on a five-point scale, which are assigned to 6 ma-
jor domains, covering 24 aspects of QoL. Further-
more, it contains a general subscale that consists 
of  4 questions related to the  overall, individual 
assessment of health and QoL [9].

Based on the  WHOQOL-100, a  shortened ver-
sion of the tool was created – the WHOQOL-BREF 
questionnaire. It is used to measure QoL for both 
sick and healthy people. It consists of 26 questions, 
assigned to the  following 4 domains, in which 
the functioning of an individual is studied: phys-
ical domain (pain and discomfort, sleep and rest, 
energy and fatigue, daily activity, mobility, ability 
to work, use of medications and use of medical 
assistance), psychological domain (experiencing 
positive and negative feelings, satisfaction with 

appearance, self-esteem, personal beliefs, cogni-
tive skills), social domain (social relations, social 
support, sexual activity) and environmental do-
main (a sense of freedom, security, the nuisance 
of  the  physical environment, financial resources, 
availability and quality of health and social care, 
home environment, the  opportunity for rest and 
recreation, opportunity to acquire new skills and 
obtain information, communication) [18].

Answers to questions are given on a five-point 
scale. Additionally, the questionnaire contains two 
questions on the  subjective, overall assessment 
of QoL and health, which are subject to a separate 
analysis.

EQ-5D Questionnaire (Euro Quality of Life 
Questionnaire) 

The EQ-5D questionnaire was developed by 
the  EuroQol Group in 1990. It is a  standardised 
tool for measuring the overall assessment of QoL, 
applicable to people over 12 years of  age [19]. It 
is a universal tool, used in the field of health as-
sessment of  individuals, groups of  patients and 
populations. The  tool is simple and accessible. It 
was designed such that the respondent can make 
a quick self-assessment without assistance from 
a  researcher. It is available in electronic and pa-
per form. It has been translated into over 200 lan-
guage versions. 

The EQ-5D questionnaire can be widely used, 
in less complex studies assessing health and QoL 
as well as in multivariate studies – in combination 
with other tools, it is used in clinical studies and 
for the preparation of pharmaco-economic analy-
ses [20]. 

EQ-5D consists of  two parts: description and 
health assessment.

In the descriptive module, health is measured 
in five dimensions (5D): mobility, self-care, daily 
activity, pain/discomfort, anxiety/depression.

Respondents make self-assessments in terms 
of functioning in these areas, using a three-point 
(EQ-5D-3L) or five-point (EQ-5D-5L) scale. A  spe-
cially dedicated version of EQ-5D-Y was developed 
for young people, with wording appropriate for 
the younger age group.

Results on the  descriptive scale are presented 
in the  form of  a  five-digit code – each dimension 
is assigned a  digit corresponding to the  answer 
given, where 1 means no difficulty, 2 means occur-
rence of difficulties, and 3 means serious difficulties. 
The result of 11232 means that the person has no 
problems with mobility and in the field of self-care, 
he/she experiences difficulties during everyday 
activities, the  individual has moderate symptoms 
of an xiety/depression, and pain is a serious problem.

In the  second part, the  respondent assesses 
their health on a visual analogue scale (EQ-VAS), 



Ewelina Nawojska, Anna Badowska-Kozakiewicz, Aleksandra Czerw, Andrzej Deptała

6 Arch Med Sci

with endpoints 0 and 100, where 0 means “the 
worst imaginable health” and 100 “the best imag-
inable health” [21].

NHP Scale (Nottingham Health Profile)

The NHP questionnaire was developed by Hunt 
and McEwen, as a  tool to measure health prob-
lems described by a patient and to assess the im-
pact of  these difficulties on their functioning in 
everyday life. The  method has been functioning 
since 1986 [22] and is widely used to subjective-
ly assess the  QoL of  people with specific health 
problems.

The NHP questionnaire consists of  two parts. 
The first is composed of 38 statements related to 
six main areas: pain, energy, sleep, mobility, emo-
tional reactions, and social isolation. The second 
part consists of 7 individual elements referring to 
the following areas of  life affected by the identi-
fied difficulties: social life, work, family life, house-
work, sex life, interests and hobbies as well as 
holidays and free time. Respondents can provide 
‘yes’ or ‘no’ answers to each statement. The an-
swers are scored depending on the  significance 
of health problems. A maximum of 100 points can 
be obtained in each section – the higher the score, 
the greater the intensity of problems the patient 
experiences in functioning in specific areas of life, 
which translates into a lower level of QoL [22].

Spitzer’s Quality of Life Index

The scale was developed in the  1980s by 
a  research group operating under the  direction 
of Spitzer, tasked with assessing the QoL in can-
cer patients. It was assumed that the survey would 
be completed by a  doctor, based on knowledge 
of  a  given patient; however, over time, it turned 
out that this instrument could also be used for 
self-assessment by patients themselves. It is 
chara cterised by simplicity, ease of  implementa-
tion and speed of calculation of results. Moreover, 
it perfectly differentiates the study group in terms 
of type and stage of the disease.

The tool consists of 15 statements assigned to 
5 main areas: activity, daily living, health, support 
of family and friends, outlook.

Each element of the QoL assessment can be as-
signed a 0-2 answer. The analysis is performed by 
adding up the results for each area separately or 
together for the entire scale [23].

QLQ-C30 (Quality of Life Questionnaire – 
Core 30)

QLQ-C30 questionnaire was developed by 
the  Quality of  Life Group (QLG), established in 
1981 as part of  activities of  the  European Orga-
nisation for Research and Treatment of  Cancer  

(EORTC), the objective of which is aimed at lead-
ing, initiating, developing and coordinating can-
cer research in Europe. QLQ-C30 is a  core ques-
tionnaire for the  general assessment of  various 
aspects defining the  level of  QoL in the  studied 
group of  cancer patients. It has been translated 
and approved in over 110 language versions. Its 
use is protected by copyright. However, the group 
may give consent to the use of the questionnaire 
free of charge in research to achieve its scientific 
goals. Currently, the latest version, QLQ-C30 3.0, is 
recommended for use in research [24].

Given the  general nature and limitations 
of the QLQ-C30 questionnaire, QLG assumed that 
the measurement of the QoL in patients with dif-
ferent types of cancer would be conducted using 
the  core tool QLQ-C30 with additional specific 
modules that have been developed to more accu-
rately assess aspects affecting the level of QoL in 
patients with specific types of cancer.

The QLQ-C30 questionnaire consists of  30 
questions, which are assigned to the  following 
areas. Five scales assess the functional condition: 
physical functioning (PF), role functioning (RF), 
emotional functioning (EF), cognitive functioning 
(CF), social functioning (SF). Three scales assess 
disease symptoms: fatigue (FA), nausea and vom-
iting (NV), pain (PA). The main scale assesses glob-
al health status (QL). Six questions, interpreted in-
dividually, assess disease symptoms: appetite loss 
(AP), dyspnoea (DY), insomnia (SL), constipation 
(CO), diarrhoea (DI), financial difficulties (FI) [24].

Interpreting the  results in the scope of scales 
of  the  functional condition, researchers obtain 
information on the  level of  functioning of  pa-
tients. The  number of  points obtained on scales 
assessing disease symptoms indicates the  level 
of  influence of  ailments on the QoL. The  results 
obtained in the scope of individual questions as-
sessing disease symptoms provide information on 
the severity of symptoms in the studied patients. 
The number of points from the scale of  the QoL 
is a measure of subjective feelings and individual 
assessment of health and QoL by the patient.

Specific questionnaires have been developed to 
measure the QoL in patients with a specific type/
location of  cancer more completely. They consti-
tute an  extension and complement to the  main 
tool. They consist of  several or several dozen 
questions that are an integral part of the QLQ-C30 
questionnaire. Due to changes in therapeutic pro-
files introduced over the  years, it is necessary 
to regularly update additional modules so that 
the  questions contained in them adequately re-
late to the  most common problems associated 
with a specific type of therapy.

EORTC developed specific tools for more than 
20 cancer types/locations. Moreover, measure-
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ment tools were constructed for various groups 
of patients – adolescents and young adults, elder-
ly cancer patients, palliative cancer care patients – 
as well as to measure and assess cancer cachexia, 
cancer-related fatigue, communication, and satis-
faction with in-patient cancer care.

QLQ-BR23 Questionnaire (Quality of Life 
Questionnaire for Breast Cancer)

QLQ-BR23 constitutes a complementary module 
to the  QLQ-C30 questionnaire, used to measure 
the QoL in women with breast cancer at various 
stages of  the  disease, treated with chemother-
apy, hormone therapy, surgery or radiotherapy.  
It contains 23 questions, assigned to five scales, 
two of which assess the  functional state – body 
image (BRBI) and sexual functioning (BRSEF) – 
and three concern symptoms: systemic therapy 
side effects (BRST), breast symptoms (BRBS) and 
arm symptoms (BRAS). Additionally, three individ-
ual questions relate to sexual enjoyment (BRSEE), 
future perspective (BRFU) and the  fact of  being 
upset by hair loss (BRHL) [25].

The QLQ-BR23 questionnaire was developed in 
1996. Since then, modifications have been made 
to the  diagnostic and therapeutic management 
of breast cancer, and the new treatment methods 
are associated with other side effects. Therefore, 
a  new 45-item module for assessing the  QoL in 
patients with breast cancer, QLQ-BR45, has been 
developed. Work on its validation is currently un-
derway [26].

A special group of  patients among patients 
with breast cancer comprises women who have 
undergone mastectomy and breast reconstruc-
tion. EORTC has developed a specific tool to assess 
the QoL in this group of patients, QLQ-BRECON23, 
used together with the  QLQ-C30 and QLQ-BR23 
basic modules. The use of such a research proce-
dure enables the performance of an in-depth as-
sessment of the QoL in patients undergoing mas-
tectomy. The  QLQ-BRECON23 module consists 
of  23 questions, 14 of  which relate to the  QoL 
of women before mastectomy and reconstruction, 
and the  remaining 9 items are relevant after re-
construction. 20 items were assigned to 6 scales 
– breast cosmetic, satisfaction with surgery, do-
nor-site symptoms, nipple cosmetic, sexuality, 
treatment side-effects – while 3 are of an individ-
ual nature: appearance of  scars, nipple los, pre-
serve/recon nipple [27].

QLQ-OV28 Questionnaire (Quality of Life 
Questionnaire for Ovarian Cancer)

The QLQ-OV28 module was designed as 
a  complement to the  QLQ-C30 tool in the  study 
of  the  QoL of  women with ovarian cancer, sur-

gically treated with or without chemotherapy. It 
consists of 28 items, assigned to 8 scales. The tool 
allows for the assessment of side effects of che-
motherapy (including abdominal and gastroin-
testinal symptoms, peripheral neuropathy), hor-
monal and menopausal symptoms, attitude to 
disease/treatment, body image and sexual func-
tioning [28].

QLQ-PR25 Questionnaire (Quality of Life 
Questionnaire for Prostate Cancer)

The QLQ-PR25 module was designed to com-
prehensively measure the  QoL in men with lo-
calized and metastatic prostate cancer. The  re-
sults of this 25-item questionnaire are described 
on 5 scales: bowel symptoms (4 items), urinary 
symptoms (8 items), hormonal treatment-related 
symptoms (6 items), sexual activity (2 items), sex-
ual functioning (6 items). One question concern-
ing incontinence aid functions independently [29].

QLQ-CR29 Questionnaire (Quality of Life 
Questionnaire for Colorectal Cancer)

The QLQ-CR29 module is intended to be used 
as a measurement standard in studies of the QoL 
of patients with various stages of colorectal can-
cer, regardless of  the  treatment method. It is 
an updated, shorter version of the QLQ-CR38 tool 
developed in 1999. It consists of  29 questions. 
The results are described on 6 scales concerning: 
micturition problems, abdominal and pelvic pain, 
defaecation problems, faecal incontinence, anxiety, 
body image. Moreover, 11 individual questions are 
subject to individual interpretation [30].

QLQ-LC13 Questionnaire (Quality of Life 
Questionnaire for Lung Cancer)

The QLQ-LC13 module was designed to be used 
with the QLQ-C30 basic questionnaire among pa-
tients with lung cancer at various stages treated 
with chemotherapy and/or radiotherapy.

The tool consists of  13 questions relating to 
the symptoms of the disease and treatment-relat-
ed side effects. This module includes one multi-
item scale assessing the occurrence and severity 
of dyspnoea and a series of individual questions 
to identify and assess pain (depending on its lo-
cation), cough, dysphagia, peripheral neuropathy, 
alopecia, haemoptysis and concerning the  need 
for painkillers [31].

EORTC is updating the  QLQ-LC13 question-
naire, used since 1994, to QLQ-LC29, which, in 
addition to the original items, includes new ones 
on side effects of targeted and surgical treatment. 
It is recommended that the updated module be-
come the standard of QoL assessment in clinical 
studies on lung cancer [32].
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Conclusions

In addition to the aspects that improve health 
indicators and extend life expectancy, the complex 
process of restoring the well-being of patients suf-
fering from malignant tumours should also incor-
porate measures to ensure an  appropriate level 
of QoL. A holistic approach to care for cancer pa-
tients allows one to appreciate the  subjective 
dimension related to the  individual assessment 
of  a  patient’s performance in key areas of  life. 
The patient becomes a partner whose active role 
in the diagnostic and therapeutic process is parti-
cularly important.
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