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ePRO   
	Not at all
	A little
	Quite a bit
	Very much

	
1. Do you have any trouble doing strenuous activities, like carrying a heavy shopping bag or a suitcase?
	(1) 
	(2) 
	(3) 
	(4) 

	2. Do you have any trouble taking a long walk?
	(1) 
	(2) 
	(3) 
	(4) 

	3. Do you have any trouble taking a short walk outside of the house?EORTC QLQ-C30 version 3.0

	(1) 
	(2) 
	(3) 
	(4) 

	4. Do you need to stay in bed or a chair during the day?
	(1) 
	(2) 
	(3) 
	(4) 

	5. Do you need help with eating, dressing, washing yourself or using the toilet?
	(1) 
	(2) 
	(3) 
	(4) 



 During the past week:
	
	Not at all
	A little
	Quite a bit
	Very much

	6. Were you limited in doing either your work or other daily activities?
	(1) 
	(2) 
	(3) 
	(4) 

	7. Were you limited in pursuing your hobbies or other leisure time activities?
	(1) 
	(2) 
	(3) 
	(4) 

	8. Were you short of breath?
	(1) 
	(2) 
	(3) 
	(4) 

	9. Have you had pain?
	(1) 
	(2) 
	(3) 
	(4) 

	10. Did you need to rest?
	(1) 
	(2) 
	(3) 
	(4) 

	11. Have you had trouble sleeping?
	(1) 
	(2) 
	(3) 
	(4) 

	12. Have you felt weak?
	(1) 
	(2) 
	(3) 
	(4) 

	13. Have you lacked appetite?
	(1) 
	(2) 
	(3) 
	(4) 

	14. Have you felt nauseated?
	(1) 
	(2) 
	(3) 
	(4) 

	15. Have you vomited?
	(1) 
	(2) 
	(3) 
	(4) 

	16. Have you been constipated?
	(1) 
	(2) 
	(3) 
	(4) 

	17. Have you had diarrhea?
	(1) 
	(2) 
	(3) 
	(4) 

	18. Were you tired?
	(1) 
	(2) 
	(3) 
	(4) 

	19. Did pain interfere with your daily activities?
	(1) 
	(2) 
	(3) 
	(4) 

	20. Have you had difficulty in concentrating on things, like reading a newspaper or watching television?
	(1) 
	(2) 
	(3) 
	(4) 

	21. Did you feel tense?
	(1) 
	(2) 
	(3) 
	(4) 

	22. Did you worry?
	 (1) 
	 (2) 
	 (3) 
	 (4) 

	23. Did you feel irritable?
	(1) 
	(2) 
	(3) 
	(4) 

	24. Did you feel depressed?
	(1) 
	(2) 
	(3) 
	(4) 

	25. Have you had difficulty remembering things?
	(1) 
	(2) 
	(3) 
	(4) 

	26. Has your physical condition or medical treatment interfered with your family life?
	(1) 
	(2) 
	(3) 
	(4) 

	27. Has your physical condition or medical treatment interfered with your social activities?
	(1) 
	(2) 
	(3) 
	(4) 

	28. Has your physical condition or medical treatment caused you financial difficulties?
	(1) 
	(2) 
	(3) 
	(4) 





EORTC QLQ-C30 version 3.0

For the following questions please mark the number between 1 (very poor) and 7 (excellent) that best applies to you:
	
29. How would you rate your overall health during the past week?
	(1) 
	(2) 
	(3) 
	(4) 
	(5) 
	(6) 
	(7) 

	30. How would you rate your overall quality of life during the past week?
	(1) 
	(2) 
	(3) 
	(4) 
	(5) 
	(6) 
	(7) 


[bookmark: _GoBack]
	Patients sometimes report that they have the following symptoms or problems. Please indicate the extent to which you have experienced these symptoms or problems during the past week.


___________________________________________________________________________________________
EORTC QLQ-BR23

During the past week:

	
	Not at all
	A little
	Quite a bit
	Very much

	31. Did you have a dry mouth?
	(1) 
	(2) 
	(3) 
	(4) 

	32. Did food and drink taste different than usual?
	(1) 
	(2) 
	(3) 
	(4) 

	33. Were your eyes painful, irritated or watery?
	(1) 
	(2) 
	(3) 
	(4) 

	34. Have you lost any hair?
	(1) 
	(2) 
	(3) 
	(4) 

	35. Answer this question only if you had any hair loss: Were you upset by the loss of your hair?
	(1) 
	(2) 
	(3) 
	(4) 

	36. Did you feel ill or unwell?
	(1) 
	(2) 
	(3) 
	(4) 

	37. Did you have hot flushes?
	(1) 
	(2) 
	(3) 
	(4) 

	38. Did you have headaches?
	(1) 
	(2) 
	(3) 
	(4) 

	39. Have you felt physically less attractive 
as a result of your disease or treatment?
	(1) 
	(2) 
	(3) 
	(4) 

	40. Have you been feeling less feminine as a 
result of your disease or treatment?
	(1) 
	(2) 
	(3) 
	(4) 

	41. Did you find it difficult to look at yourself naked?
	(1) 
	(2) 
	(3) 
	(4) 

	42. Have you been dissatisfied with your body?
	(1) 
	(2) 
	(3) 
	(4) 

	43. Were you worried about your health in the future?
	(1) 
	(2) 
	(3) 
	(4) 




Please answer the following questions by marking the statement that best applies to you during the past four weeks. If you find the questions too private, you can just move on:
EORTC QLQ-BR23

	
	Not at all
	A little
	Quite a bit
	Very much

	44. To what extent were you interested in sex?
	(1) 
	(2) 
	(3) 
	(4) 

	45. To what extent were you sexually active? 
(with or without intercourse)
	(1) 
	(2) 
	(3) 
	(4) 

	46. Answer this question only if you have been sexually active: To what extent was sex enjoyable for you?
	(1) 
	(2) 
	(3) 
	(4) 




During the past week:
	
	Not at all
	A little
	Quite a bit
	Very much

	47. Did you have any pain in your arm or shoulder?
	(1) 
	(2) 
	(3) 
	(4) 

	48. Did you have a swollen arm or hand?
	(1) 
	(2) 
	(3) 
	(4) 

	49. Was it difficult to raise your arm or to move it sideways?
	(1) 
	(2) 
	(3) 
	(4) 

	50. Have you had any pain in the area of your affected breast?
	(1) 
	(2) 
	(3) 
	(4) 

	51. Was the area of your affected breast swollen?
	(1) 
	(2) 
	(3) 
	(4) 

	52. Was the area of your affected breast oversensitive?
	(1) 
	(2) 
	(3) 
	(4) 

	53. Have you had skin problems on or in the area of your affected breast (e.g., itchy, dry, flaky)?
	(1) 
	(2) 
	(3) 
	(4) 


The following questions are regarding your experiences towards your follow-up care program:PEQ (unmet needs & satisfaction)

	
	Yes
	No

	
54. Are there procedures you could wish for that are not offered? - If ‘yes’, please elaborate ...
	(1)  _____
	(2) 

	55. Is there anything you are concerned about which do not lead to a contact to the department?   – If ‘yes’, please elaborate 
	(1)  _____
	(2) 

	56. Is there something you would have liked more information about? – If ‘yes’, please elaborate …
	(1)  _____
	(2) 


57. All in all, how satisfied are you with your follow-up care program 
- Please slide the courser for the statement that best applies to you
[image: ]




The following questions cover late-effects related to prior treatment or side-effects of current endocrine therapy
	- please mark the statement that best applies to you



	
	 None
	         Mild 
	   Moderate 
	    Severe 
	 Invalidating

	58. Do you experience any pain from your muscles?Side-effects

	           (1) 
	(2) 
	(3) 
	(4) 
	(5) 

	59. Do you experience any pain from your joints?
	(1) 
	(2) 
	(3) 
	(4) 
	(5) 

	60. Do you experience dry mucous membranes? 
	(1) 
	(2) 
	(3) 
	(4) 
	(5) 

	61. Do you experience vaginal discharge
	(1) 
	(2) 
	(3) 
	(4) 
	(5) 

	

62. Do you experience weight gain (unintentional)?
	

(1) 
	

(2) 
	

(3) 
	

(4) 
	

(5) 

	63. Do you experience sleep disorders
	(1) 
	(2) 
	(3) 
	(4) 
	(5) 


The following questions cover symptoms or sign on recurrence or other malignant disease. If you mark ‘yes’ to any of the below questions, you will be contacted by the department Signs of recurrence or other malignant disease
(Seven signs campaign – Danish Cancer Society)  

	
	No
	Yes

	64. Have you experienced unexplained bleeding?
	(2) 
	(1) 

	
65. Have you experienced swollen lymph nodes (e.g. by the neck or in the armpit)?
	(2) 
	(1) 

	
66. Have you noticed lumps or swelling elsewhere?
	(2) 
	(1) 

	67. Have you had wounds that won’t heal? 
	(2) 
	(1) 

	Have you had unexplained changes in your stool pattern?

	(2) 
	(1) 

	68. Have you experienced prolonged dry cough?

	(2) 
	(1) 

	69. Have you had unexplained and long-lasting pain in the central skeleton (e.g. back, ribs, hips over several weeks)?
	(2) 
	(1) 

	70. Have you experienced weight loss (unintentional)? 
	(2) 
	(1) 



Are there any other emerging symptoms or problems that require assistance, if so, please elaborate in the box below: 
________________________________________
In conclusion, we ask you to indicate whether you would like an encounter with a health professional, and if so, which one. If you indicate that you would like to be seen, you will be contacted by the Department in order to make the arrangements
 Assess the need for a clinical encounter

 Yes please, I would like an encounter with a health professional
 No thanks, I don't need any help at the moment
 I would like a telephone call from a nurse, because I have some questions 

Below you can see a list of the possible health professionals you can get help from: Mark one or several who you think might help you. You will subsequently be contacted by the Department in order to make an appointment

 Doctor
 Nurse
 Psychologist
 Physiotherapist
 Social worker
 Coach
 Sexologist
			 Dietician
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