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ABSTRACT 
Background: Lung cancer remains one of the leading causes of cancer-related morbidity and mortality 

worldwide, while quality of life has become an essential outcome measure in contemporary oncological care. 

Aim: To assess the impact of different systemic treatment modalities on the quality of life of patients with lung 

cancer. 

Methods: This prospective study was conducted between January and June 2022 at the Department for Lung 

and Mediastinal Tumors, Clinic for Pulmonary Diseases Jordanovac, University Hospital Centre Zagreb, 

Croatia. A total of 162 patients undergoing chemotherapy, immunotherapy, targeted therapy, or combined 

therapy following surgery were included. Quality of life was assessed using the EORTC QLQ-C30 

questionnaire at baseline and two months after treatment initiation. Statistical analyses included the Wilcoxon 

signed-rank test and Kruskal–Wallis test. 

Results: Global health status significantly improved two months after treatment initiation (P = 0.03), while 

fatigue (P = 0.04) and dyspnea (P = 0.04) decreased compared with baseline values. Financial difficulties 

increased significantly during treatment (P = 0.009). Patients receiving chemotherapy reported significantly 

poorer emotional (P = 0.002) and social functioning (P = 0.02) than those receiving immunotherapy. Cognitive 

functioning was significantly higher in patients treated with immunotherapy compared with chemotherapy or 

combined therapy (P = 0.001). Overall functioning (P = 0.01) and symptom burden (P = 0.005) were most 

favorable among patients receiving immunotherapy. 

Conclusion: Treatment modality significantly affects quality of life in patients with lung cancer, with 

immunotherapy demonstrating the most favorable functional and symptomatic outcomes. 
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INTRODUCTION 
According to official data from the Croatian 
Institute of Public Health for 2022, the number 
of newly diagnosed cases of tracheal, 
bronchial, and lung cancer was 2,392 (17%) 
among men and 1,275 (10%) among women 
(1). 
According to recent literature, oncological 
treatment includes surgical procedures for 
diagnosis and radical tumor resection, 
radiotherapy for local disease control, and 
systemic therapies such as chemotherapy, 
targeted therapy, and immunotherapy, in 
accordance with the standards of modern 
oncology (2). 
The diagnosis of malignant disease and the 
initiation of treatment often have a negative 
impact on patients’ quality of life, resulting in 
numerous physical and psychological 
consequences (3). Regardless of the treatment 
modality, every form of oncological therapy is 
associated with a range of unpleasant physical 
and psychological adverse effects. Therefore, 
in addition to factors such as drug toxicity, 
survival, and tumor response to therapy, 
quality of life should also be considered when 
evaluating cancer treatment outcomes. 
Importantly, quality of life assessment is 
highly individual, as it depends on patients’ 
personal aspirations, wishes, values, 
personality traits, and social environment (4). 
Compared with other malignancies, patients 
with lung cancer frequently experience poorer 
general health status, more pronounced 
symptoms, and a greater reduction in quality of 
life (5). Lung cancer adversely affects quality 
of life not only because of the disease itself, but 
also due to treatment-related adverse events. In 
advanced stages of the disease, symptoms such 
as dyspnea, fatigue, loss of appetite, and pain 
further contribute to impaired quality of life 
(6). Although health-related quality of life in 
patients with lung cancer is often substantially 

compromised, it remains underrecognized and 
insufficiently managed in clinical practice (7). 
Therefore, alleviating factors that negatively 
affect quality of life in these patients remains a 
major clinical challenge. 
Aim: To assess the impact of different 
systemic treatment modalities on the quality of 
life of patients with lung cancer. 
 
PARTICIPANTS AND METHODS 
A cross-sectional study was conducted at the 
Clinic for Pulmonary Diseases Jordanovac, 
University Hospital Centre Zagreb, between 
January and June 2022. The study included 
patients diagnosed with lung cancer who were 
receiving chemotherapy, immunotherapy, 
targeted therapy, or combined therapy 
following surgical treatment. The sample 
consisted of 162 participants. 
The study was conducted using the EORTC 
QLQ-C30 questionnaire, version 3.0. The 
Croatian version of the questionnaire, which 
demonstrated good psychometric properties in 
this sample, was used. The questionnaire 
consists of five functioning scales: physical, 
role, cognitive, emotional, and social 
functioning, as well as three symptom scales: 
fatigue, pain, and nausea/vomiting. It also 
includes scales assessing global health status 
and quality of life, together with six additional 
symptom items related to malignant disease: 
dyspnea, appetite loss, sleep disturbances, 
constipation, diarrhea, and financial 
difficulties caused by the disease. The 
questionnaire comprises 30 items in total. 
Twenty-eight items are scored on a four-point 
Likert scale ranging from 1 (“not at all”) to 4 
(“very much”), while the final two items 
assessing subjective global health status and 
quality of life are scored on a seven-point 
Likert scale ranging from 1 (“very poor”) to 7 
(“excellent”) (8,9). 
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Before completing the questionnaire, 
participants read the informed consent form 
and were given the opportunity to ask 
questions and receive additional explanations. 
They then decided whether to participate and 
signed the consent form. Participants 
completed the questionnaire at the initiation of 
their first treatment cycle and repeated it after 
the second treatment cycle, approximately two 
months later. The study was conducted 
following approval by the Ethics Committee of 
the University Hospital Centre Zagreb. Ethical 
approval was granted at the 210th regular 
meeting of the Ethics Committee held on 
March 14, 2022. 
Categorical variables were presented as 
absolute and relative frequencies. The 
normality of distribution for numerical 
variables was assessed using the Shapiro–Wilk 
test. Since the data were not normally 
distributed, numerical variables were 
described using the median and interquartile 
range. Differences in continuous variables 
between two independent groups were 

analyzed using the Mann–Whitney U test, 
while comparisons among three or more 
groups were performed using the Kruskal–
Wallis test. Changes in quality-of-life domains 
before treatment and two months after 
treatment initiation were assessed using the 
Wilcoxon signed-rank test. Associations 
between variables were evaluated using 
Spearman’s rank correlation coefficient (Rho). 
Internal consistency reliability of the scales 
was assessed using Cronbach’s alpha 
coefficient. All P values were two-sided, and 
the level of statistical significance was set at α 
= 0.05. Statistical analyses were performed 
using MedCalc Statistical Software (MedCalc 
Software Ltd, Ostend, Belgium) and IBM 
SPSS Statistics (IBM Corp., Armonk, NY, 
USA) (8, 9). 
 
RESULTS 
The study included 162 patients, of whom 106 
(65.4%) were men and 56 (34.6%) were 
women. The median age of the patients was 67 
years, ranging from 33 to 84 years (Table 1). 

 

Table 1. Patients according to baseline characteristics 
Sex [n (%)]  
Male 106 (65.4) 
Female 56 (34.6) 
Patient age (years) 
[Median (interquartile range)] 

67 (61 – 73) 

With regard to treatment modality, most 
patients received chemotherapy (85; 52.5%), 
followed by immunotherapy (49; 30.2%). 
Combined immunotherapy and chemotherapy 

was administered to 19 patients (11.7%), while 
a smaller number of patients received targeted 
therapy or combined chemotherapy and 
radiotherapy (Figure 1). 
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Patients receiving immunotherapy 
demonstrated significantly better emotional 
functioning two months after treatment 
initiation (Wilcoxon test, P = 0.02), with lower 
levels of fatigue (Wilcoxon test, P = 0.01), pain 
(Wilcoxon test, P = 0.02), and sleep 
disturbances (Wilcoxon test, P = 0.009). The 

overall symptom scale was also significantly 
less pronounced (Wilcoxon test, P = 0.03) 
compared with the period before treatment 
initiation. No significant differences were 
observed in other functional domains or 
symptoms (Table 2). 

 

Table 2. Quality-of-life assessment before treatment initiation and two months later in patients 
receiving immunotherapy (n = 49) 
 

Immunotherapy 
 Median (interquartile range)   

P*               Before treatment                       After 2 months 
Global health status 50 (41.7 - 75) 62.5 (41.7 – 83.3) 0.24 
Physical functioning 66.7 (53.3 – 86.7) 66.7 (53.3 – 86.7) 0.36 
Role functioning 66.7 (33.3 - 100) 66.7 (33.3 - 100) 0.84 
Emotional functioning 66.7 (52.1 – 91.7) 75 (66.7 – 91.7) 0.02 
Cognitive functioning 83.3 (66.7 - 100) 83.3 (83.3 - 100) 0.13 
Social functioning 66.7 (50 - 100) 83.3 (50 - 100) 0.35 
Fatigue 44.4 (25 – 63.9) 33.3 (11.1 – 55.6) 0.01 
Nausea/vomiting 0 (0 – 16.7) 0 (0 – 16.7) 0.82 
Pain 33.3 (0 - 50) 16.7 (0 - 50) 0.02 
Dyspnea 33.3 (8.3 – 66.7) 33.3 (0 – 66.7) 0.13 
Sleep disturbances 44.4 (0 – 66.7) 33.3 (0 – 33.3) 0.009 
Appetite loss 33.3 (0 – 66.7) 33.3 (0 – 58.3) 0.14 
Constipation 0 (0 – 33.3) 0 (0 – 33.3) 0.40 
Diarrhea 0 (0 - 0) 0 (0 - 0) >0.99 
Financial difficulties 16.7 (0 – 33.3) 16.7 (0 – 66.7) 0.48 
Functioning scale 73.3 (56.1 – 84.4) 73.3 (58.3 – 88.9) 0.19 
Symptom scale 25.6 (16 - 43) 24.4 (10.3 – 35.9) 0.03 

*Wilcoxon test 

The results showed that patients receiving 
chemotherapy had significantly better social 

functioning two months after treatment 
initiation (Wilcoxon test, P = 0.04), while 
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financial difficulties were significantly more 
pronounced (Wilcoxon test, P = 0.01) 
compared with the period before treatment 

initiation. No significant differences were 
observed in other functional domains or 
symptoms (Table 3). 

 
Table 3. Quality-of-life assessment before treatment initiation and two months later in patients 
receiving chemotherapy (n = 85) 

 
Chemotherapy 

 Median (interquartile range)   
P* Before treatment               After 2 months 

Global health status 50 (33.3 – 66.7) 50 (33.3 – 66.7) 0.40 
Physical functioning 60 (43.3 – 83.3) 60 (33.3 - 80) 0.45 
Role functioning 50 (33.3 - 100) 50 (33.3 – 83.3) 0.92 
Emotional functioning 66.7 (50 – 79.2) 66.7 (41.7 - 75) 0.77 
Cognitive functioning 83.3 (50 - 100) 66.7 (50 – 83.3) 0.26 
Social functioning 66.7 (33.3 – 91.7) 50 (33.3 – 83.3) 0.04 
Fatigue 44.4 (33.3 – 66.7) 55.6 (33.3 – 66.7) 0.73 
Nausea/vomiting 0 (0 – 16.7) 16.7 (0 – 33.3) 0.09 
Pain 33.3 (8.3 – 66.7) 33.3 (16.7 – 66.7) 0.99 
Dyspnea 33.3 (33.3 – 66.7) 33.3 (33.3 – 66.7) 0.30 
Sleep disturbances 33.3 (0 – 66.7) 33.3 (16.7 – 66.7) 0.71 
Appetite loss 33.3 (0 – 66.7) 33.3 (0 – 66.7) 0.67 
Constipation 0 (0 – 33.3) 33.3 (0 - 50) 0.16 
Diarrhea 0 (0 - 0) 0 (0 – 33.3) 0.06 
Financial difficulties 33.3 (0 - 50) 50 (0 – 66.7) 0.01 

Functioning scale 64.4 (44.4 - 80) 60 (44.4 – 76.7) 0.39 

Symptom scale 33.3 (18 – 48.7) 33.3 (20.5 – 48.7) 0.23 
*Wilcoxon test 

In patients receiving combined therapy, only 
global health status was rated significantly 
better two months after treatment initiation 
(Wilcoxon test, P = 0.04) compared with the  

period before treatment initiation. No 
significant differences were observed in other 
functional domains or symptoms (Table 4). 

Table 4. Quality-of-life assessment before treatment initiation and two months later in patients 
receiving combined therapy (n = 26) 

Combined therapy + targeted therapy  Median (interquartile range)   
P* Before treatment                         After 2 months 

Global health status 50 (25 – 77.1) 54.2 (47.9 – 68.8) 0.04 
Global health status 76.7 (30 – 88.3) 60 (31.7 – 86.7) 0.78 
Physical functioning 58.3 (25 – 87.5) 50 (33.3 – 87.5) 0.93 
Role functioning 66.7 (50 – 83.3) 66.7 (47.9 – 85.4) 0.24 
Emotional functioning 83.3 (50 - 100) 66.7 (50 - 100) 0.55 
Cognitive functioning 83.3 (33.3 - 100) 66.7 (33.3 - 100) 0.71 
Social functioning 50 (22.2 – 66.7) 44.4 (22.2 – 66.7) 0.32 
Fatigue 0 (0 – 16.7) 0 (0 – 16.7) 0.96 
Nausea/vomiting 33.3 (0 – 70.8) 33.3 (0 – 54.2) 0.06 
Pain 33.3 (25 – 66.7) 33.3 (0 – 66.7) 0.28 
Dyspnea 33.3 (0 – 66.7) 33.3 (0 – 66.7) 0.37 
Sleep disturbances 16.7 (0 – 33.3) 16.7 (0 – 33.3) 0.32 
Appetite loss 0 (0 – 66.7) 33.3 (0 – 66.7) 0.49 
Constipation 0 (0 – 8.3) 0 (0 - 0) 0.48 
Diarrhea 16.7 (0 – 66.7) 33.3 (0 – 66.7) 0.38 

Financial difficulties 70 (41.7 – 87.2) 60 (42.2 – 82.8) 0.89 

Functioning scale 28.2 (12.8 – 51.9) 28.2 (12.8 – 46.2) 0.41 
*Wilcoxon test 
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Two months after treatment initiation, 
emotional functioning (Kruskal–Wallis test, P 
= 0.002) and social functioning (Kruskal–
Wallis test, P = 0.02) were significantly poorer 
in patients receiving chemotherapy compared 
with those receiving immunotherapy. 
Cognitive functioning was significantly better 
in patients receiving immunotherapy 
compared with all other patients 
(chemotherapy or combined therapy) 
(Kruskal–Wallis test, P = 0.001). Fatigue 
(Kruskal–Wallis test, P = 0.008) and pain 
(Kruskal–Wallis test, P = 0.03) were 

significantly less pronounced in patients 
receiving immunotherapy compared with 
patients receiving chemotherapy, whereas 
nausea/vomiting was significantly more 
pronounced in patients receiving 
chemotherapy compared with all other patients 
(immunotherapy or combined therapy). The 
overall functioning scale was rated 
significantly most favorably in patients 
receiving immunotherapy (Kruskal–Wallis 
test, P = 0.01), as was the overall symptom 
burden scale (Kruskal–Wallis test, P = 0.005) 
(Table 5). 

Table 5. Quality-of-life assessment two months after treatment initiation according to treatment 
modality 

 Median (interquartile range)  
 After 2 months 

Immunotherapy Chemotherapy 
Combined therapy + 
targeted therapy 

P* 

Global health status 
62.5 (41.7 – 83.3) 50 (33.3 – 66.7) 54.2 (47.9 – 68.8) 0.29 

Physical functioning 
66.7 (53.3 – 86.7) 60 (33.3 - 80) 60 (31.7 – 86.7) 0.22 

Role functioning 
66.7 (33.3 - 100) 50 (33.3 – 83.3) 50 (33.3 – 87.5) 0.50 

Emotional functioning 
75 (66.7 – 91.7) 66.7 (41.7 - 75) 66.7 (47.9 – 85.4) 0.002† 

Cognitive functioning 
83.3 (83.3 - 100) 66.7 (50 – 83.3) 66.7 (50 - 100) 0.001‡ 

Social functioning 
83.3 (50 - 100) 50 (33.3 – 83.3) 66.7 (33.3 - 100) 0.02† 

Fatigue 33.3 (11.1 – 55.6) 55.6 (33.3 – 66.7) 44.4 (22.2 – 66.7) 0.008† 
Nausea/vomiting 

0 (0 – 16.7) 16.7 (0 – 33.3) 0 (0 – 16.7) 0.003§ 
Pain 16.7 (0 - 50) 33.3 (16.7 – 66.7) 33.3 (0 – 54.2) 0.03† 

Dyspnea 33.3 (0 – 66.7) 33.3 (33.3 – 66.7) 33.3 (0 – 66.7) 0.21 
Sleep disturbances 33.3 (0 – 33.3) 33.3 (16.7 – 66.7) 33.3 (0 – 66.7) 0.06 
Appetite loss 33.3 (0 – 58.3) 33.3 (0 – 66.7) 16.7 (0 – 33.3) 0,06 
Constipation 0 (0 – 33.3) 33.3 (0 - 50) 33.3 (0 – 66.7) 0.11 
Diarrhea 0 (0 - 0) 0 (0 – 33.3) 0 (0 - 0) 0.04 
Financial 
difficulties 16.7 (0 – 66.7) 50 (0 – 66.7) 33.3 (0 – 66.7) 0.44 
Functioning scale 

73.3 (58.3 – 88.9) 60 (44.4 – 76.7) 60 (42.2 – 82.8) 0.01† 
Symptom scale 24.4 (10.3 – 35.9) 33.3 (20.5 – 48.7) 28.2 (12.8 – 46.2) 0.005† 

*Kruskal Wallis test (post hoc Conover) 
† At the level of P < 0.05, the score was significantly lower in patients receiving chemotherapy compared with those receiving immunotherapy. 

‡ At the level of P < 0.05, the score was significantly most favorable in patients receiving immunotherapy compared with all other groups. 

§ At the level of P < 0.05, the symptom was significantly more pronounced in patients receiving chemotherapy compared with all other groups. 

 
Two months after treatment initiation, a 
statistically significant association was 
observed between global health status and all 
individual quality-of-life domains. The 
strongest negative correlation was found 
between global health status and fatigue (Rho 
= -0.625), indicating that higher levels of  

 
fatigue were associated with poorer global 
health status. At the same time, a positive 
correlation was identified between global 
health status and the functioning scale (Rho = 
0.635), whereby better functioning was 
associated with better perceived global health 
status. Lower symptom burden was also 
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associated with better global health status (Rho 
= -0.615). Analysis of the relationship between 
functional domains and symptoms 
demonstrated that lower overall symptom 
burden, as well as lower intensity of individual 

symptoms, was associated with better 
outcomes across all functioning domains, 
including physical, role, emotional, cognitive, 
and social functioning (Table 6). 

    

Table 6. Interrelationships between quality-of-life scales 
 Spearman’s rank correlation coefficient (Rho) (P value)  

After 2 months Global health 
status  

                   Functioning    
Physical Role Emotional Cognitive Social 

Fatigue 
Nausea/vomiting 

-0.625 -0.708 -0.661 -0.546 -0.545 -0.607 
(<0.001) (<0.001) (<0.001) (<0.001) (<0.001) (<0.001) 

Pain -0.302 
(<0.001) 

-0.314 
(<0.001) 

-0.248 
(<0.001) 

-0.485 
(<0.001) 

-0..2 
(<0.001) 

-0.408 
(<0.001) 

Fatigue -0.486 -0.538 -0.526 -0.501 -0.463 -0.53 
(<0.001) (<0.001) (<0.001) (<0.001) (<0.001) (<0.001) 

Dyspnea 
 

-0.460 -0.595 -0.517 -0.333 -0.32 -0.458 
(<0.001) (<0.001) (<0.001) (<0.001) (<0.001) (<0.001) 

Sleep disturbances -0.372 
(<0.001) 

-0.452 
(<0.001) 

-0.402 
(<0.001) 

-0.468 
(<0.001) 

-0.403 
(<0.001) 

-0.333 
(<0.001) 

 
Appetite loss 

-0.488 -0.458 -0.451 -0.49 -0.481 -0.492 
(<0.001) (<0.001) (<0.001) (<0.001) (<0.001) (<0.001) 

 
Constipation 

-0.313 -0.399 -0.29 -0.223 -0.291 -0.337 
(<0.001) (<0.001) (<0.001) (<0.001) (<0.001) (<0.001) 

 
Diarrhea 

-0.139 -0.153 -0.156 -0.312 -0.272 -0.228 
(0.08) (0.06) (0.06) (<0.001) (<0.001) (<0.001) 

 -0.199 (0.01) -0.372 
(<0.001) 

-0.39 
(<0.001) 

-0.419 
(<0.001) 

-0.393 
(<0.001) 

-0.466 
(<0.001) 

Financial difficulties 
and Functioning scale 

 
0.635 

(<0.001) 

 
0.848 

(<0.001) 

 
0.803 

(<0.001) 

 
0.770 

(<0.001) 

 
0.722 

(<0.001) 

 
0.805 

(<0.001) 
Symptom scale -0.615 

(<0.001) 
-0.729 

(<0.001) 
-0.682 

(<0.001) 
-0.646 

(<0.001) 
-0.620 

(<0.001) 
-0.689 

(<0.001) 

 

DISCUSSION 
Quality of life was assessed using a reliable 
and validated questionnaire that proved 
suitable for the studied patient sample (8,9). 
The analysis demonstrated that global health 
status significantly improved two months after 
treatment initiation, while no statistically 
significant changes were observed in other 
functioning or symptom domains compared 
with baseline values. Fatigue and dyspnea 
were more pronounced at the beginning of 
treatment, whereas both symptoms were 
significantly reduced two months after therapy 
initiation (10–12). Financial difficulties were 
significantly more pronounced after two 
months of therapy, which is consistent with 
literature reporting serious financial burden 
and even personal bankruptcy among patients 

with lung cancer (13). Among male 
participants, global health status was 
significantly better and sleep-related problems 
were reduced two months after treatment 
initiation. International studies have shown 
that patients with lung cancer experience 
substantially higher levels of stress compared 
with patients with other malignancies, while 
untreated stress is associated with poorer 
quality of life, treatment refusal, 
dissatisfaction with healthcare services, and 
reduced life expectancy (14). 
Analysis according to treatment modality 
showed that patients receiving immunotherapy 
had significantly better emotional functioning, 
lower levels of fatigue and pain, fewer sleep 
disturbances, and a significantly lower overall 
symptom burden two months after treatment 
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initiation compared with baseline values (15). 
Patients receiving chemotherapy demonstrated 
significantly improved social functioning, but 
also more pronounced financial difficulties 
two months after treatment initiation compared 
with the period before treatment (16–20). 
Patients receiving combined therapy 
demonstrated a significant improvement only 
in global health status two months after 
treatment initiation. Emotional and social 
functioning were significantly poorer in 
patients receiving chemotherapy compared 
with those receiving immunotherapy. 
Cognitive functioning was rated most 
favorably among patients receiving 
immunotherapy compared with all other 
treatment groups (21–23). Fatigue was 
significantly less pronounced in patients 
receiving immunotherapy compared with 
those receiving chemotherapy, whereas nausea 
and vomiting were more pronounced in 
patients receiving chemotherapy than in all 
other groups. Global health status was 
significantly associated with all individual 
domains, with the strongest association 
observed for fatigue (24–28). In addition to 
fatigue and dyspnea, chemotherapy-induced 
nausea and vomiting also have a substantial 
impact on patients’ quality of life. Studies have 
shown that chemotherapy-induced nausea and 
vomiting (CINV) not only impair physical 
functioning, but also strongly affect patients’ 
emotional and social well-being. In their 
analysis, Yeo et al. demonstrated that nausea is 
associated with persistent reductions in quality 
of life, while Salihah et al. emphasized the 
importance of patients’ subjective experiences, 
as many patients report a loss of control over 
daily life. Widgren et al. further highlighted 
that expectations regarding treatment and the 
quality of communication with healthcare 
professionals may significantly influence the 
perception and burden of CINV (29–31). 

The findings additionally emphasize the 
importance of continuous monitoring of 
quality of life in patients undergoing treatment 
for lung cancer. Monitoring functional 
domains, symptoms, and global health status 
enables timely recognition of problems that 
may negatively affect daily functioning, 
emotional well-being, and social participation. 
The implementation of a standardized quality-
of-life questionnaire into nursing 
documentation is both justified and necessary. 
Regular patient monitoring using validated 
instruments allows nursing interventions to be 
more targeted, individualized, and effective, 
thereby contributing to a holistic approach to 
care and confirming the importance of 
integrating non-pharmacological interventions 
into routine clinical practice (32–35). 
Although the study findings provide valuable 
insight into the quality of life of patients with 
lung cancer, several limitations should be 
considered. First, the sample size was 
relatively small and derived from a single 
clinical center, which may limit the 
generalizability of the findings to the broader 
population. Second, the follow-up period 
lasted only two months, which may be 
insufficient to detect long-term changes in 
quality of life associated with different 
treatment modalities. Third, quality-of-life 
assessment was based exclusively on self-
reported questionnaires, which may be 
influenced by patients’ subjective perceptions 
and their current psychological and physical 
condition. Future studies should therefore 
include larger and more heterogeneous 
samples with longer follow-up periods to 
evaluate chronic and delayed effects of 
treatment on quality of life. In addition, 
combining subjective questionnaires with 
objective indicators of health status, such as 
biomarkers or clinical parameters, may 
provide a more comprehensive assessment. 
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Further research should also investigate the 
impact of additional non-pharmacological 
interventions, including psychosocial support 
and rehabilitation programs, on improving 
patients’ functional and emotional well-being. 
 
CONCLUSION 
Both treatment modality and the two-month 
course of treatment significantly influenced 
the quality of life of patients with lung cancer. 
Better quality of life across all domains was 
observed in patients receiving immunotherapy. 
The integration of quality-of-life assessment 
into routine clinical practice is justified and 
essential, while future research should focus 
on the development and implementation of 
interventions aimed at reducing symptom 
burden, improving emotional and social 
functioning, and alleviating patients’ financial 
burden. 
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SAŽETAK 
Uvod: Rak pluća i dalje je jedan od vodećih uzroka pobola i smrtnosti povezanih sa zloćudnim bolestima u 

svijetu, dok je kvaliteta života postala važan pokazatelj ishoda suvremenog onkološkog liječenja. 

Cilj: Procijeniti utjecaj različitih modaliteta sustavnog liječenja na kvalitetu života bolesnika s rakom pluća. 

Metode: Ovo prospektivno istraživanje provedeno je od siječnja do lipnja 2022. godine u Odjelu za tumore 

pluća i sredoprsja, Klinike za plućne bolesti Jordanovac, Kliničkog bolničkog centra Zagreb, Hrvatska. 

Uključena su ukupno 162 bolesnika liječena kemoterapijom, imunoterapijom, ciljanom terapijom ili 

kombiniranom terapijom nakon kirurškog zahvata. Kvaliteta života procijenjena je pomoću upitnika EORTC 

QLQ-C30 pri početku liječenja i dva mjeseca nakon započinjanja terapije. U statističkoj obradi korišteni su 

Wilcoxonov test predznaka rangova i Kruskal–Wallisov test. 

Rezultati: Opće zdravstveno stanje značajno se poboljšalo dva mjeseca nakon početka liječenja (P = 0,03), dok 

su umor (P = 0,04) i dispneja (P = 0,04) bili manje izraženi u odnosu na početne vrijednosti. Financijske 

poteškoće značajno su porasle tijekom liječenja (P = 0,009). Bolesnici liječeni kemoterapijom imali su 

značajno lošije emocionalno (P = 0,002) i socijalno funkcioniranje (P = 0,02) u usporedbi s bolesnicima na 

imunoterapiji. Kognitivno funkcioniranje bilo je značajno bolje u bolesnika liječenih imunoterapijom nego u 

bolesnika na kemoterapiji ili kombiniranoj terapiji (P = 0,001). Ukupno funkcioniranje (P = 0,01) i opterećenje 

simptomima (P = 0,005) bili su najpovoljniji u skupini bolesnika liječenih imunoterapijom. 

Zaključak: Modalitet liječenja značajno utječe na kvalitetu života bolesnika s rakom pluća, pri čemu 

imunoterapija pokazuje najpovoljnije funkcionalne i simptomatske ishode. 

 

Ključne riječi: rak pluća, kvaliteta života, imunoterapija, kemoterapija, ciljana terapija. 
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