22

APPENDIX

PALLIATIVE CARE QUALITY OF LIFE QUESTIONNAIRE

NAME: 





DATE:                          AGE:
Instructions: The following 28 statements refer to your quality of life. To each of these statements correspond a number of answers. Please circle the number that you consider as most appropriate to each phrase. There are no right or wrong answers. When completing the questionnaire have in mind how you felt during the past week. 

No
Sometimes 
Yes

Activity
a. I keep working


1

2

3


b. I am dealing with housechores
1

2

3

c.  I keep enjoying life pleasures

1

2

3

d.  I retain my hobbies


1

2

3

Self-Care
a. Capable of driving or using the 


means of public transportation
1

2

3

b.  Self sufficient (dressing or 


physical hygiene etc.)

1

2

3



No
Sometimes
Yes

Health
a. I feel pain



1

2

3

Status
b. I feel nausea and/or vomit

1

2

3


(please, put the above symptom in a circle)

c.  I feel lack of appetite


1

2

3

d.  I feel weak and/or tired

1

2

3

e.  I have dyspnoea


1

2

3

f.  I have diarrhea or constipation
1

2

3

(please, put the above symptom in a circle)

g.  I have sleep disturbances

1

2

3

Choice of

Treatment
a. I would like to choose the 


therapeutic schema


1

2

3

b.  I am capable to choose the 


therapeutic schema


1

2

3

c.  The choice of treatment depends on 
(Choose the item that is most important to you and rate it 1; then choose 

the item that is next important to you and rate it 2; and so on, the last item 

which is the least important to you rate it as 5)
- Effectiveness of Treatment


|__|

- Possible side-effects



|__|

- Complications upon your sexuality

|__|

- Short term quality of life


|__|

- Long term quality of life



|__|



No
Sometimes
Yes

Support
1. I feel satisfied with the support of

a.  relatives and/or friends

1

2

3

b.  the health care team


1

2

3

c.  the nursing stuff


1

2

3

Communication
1. I discuss with the doctor

a.  my social relationships

1

2

3

b.  my economic and 





professional problems


1

2

3

c.  my family problems


1

2

3

Psychological


a. I feel calm   



1

2

3
Affect


b. I feel optimistic


1

2

3

c.  I feel blue



1

2

3

d.  I feel that I am in control 




of the situation



1

2

3

e.  I feel fears of death


1

2

3

Overall Quality of Life 

Please estimate your Quality of Life using the following scale



0
1
2
3
4
5
6
7
8
9
10


Poor





      

     
Excellent
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