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Abstract
Introduction: The Nottingham Health Profile (NHP) has been portrayed as a multipurpose
measure of health status, capable of being used in population surveys and in the evaluation of both
medical and psychosocial interventions. In the fields of oncology and psycho-oncology, it has been
widely used to assess health-related quality of life or disease activity and any changes that occur
with regard to them.
Objectives: The aim of the present study was to adapt the NHP for the use with Romanian
cancer patients and to test its psychometric properties and factorial validity.
Methods: The final Romanian adapted NHP was obtained thought translation and
blind back-translation by a panel of bilingual experts. Afterwards, a mixed sample of 250 adult
cancer
patients
ages
23-82
years
old
(M=54.38,
SD=11.85)
from
the
Bucharest Institute of Oncology completed both NHP and FACT-G along with 14 questions
regarding demographics. FACT-G was used to measure the concurrent validity of NHP scales and
to test its usefulness within multi-instrument assessment protocols.
Results: The findings show that NHP exhibits adequate internal consistencies, in strong
agreement with the literature, as well as moderate inter-scale correlations. Second-order
confirmatory factor analysis using WLSMV estimation strongly supported the fit of the original sixfactor model. No additional changes in factor structure or items of the Romanian NHP were
warranted by the results of this study.
Conclusions: The study has shown that the Romanian NHP questionnaire possesses
adequate psychometric properties and can be used with cancer patients in both clinical and
research settings. Further research on test-retest reliability and potentially on the weighting system
is required to establish its complete equivalence to the original instrument.
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interviews were conducted with patients attending a
hospital out-patient clinic. Problems regarding wording
and presentation were identified, and further interviews
were conducted with out-patients and university
employees. The wording of the items was revised by
the authors making them more comprehendible and
acceptable for average people with potentially limited
education (Hunt, McEwen & McKenna, 1986).
Today, the NHP has been translated in 26
languages and is considered by some authors to be in
the public domain (Martinez-Martin et al., 2011)
although copyright is still owned by Galen Research. It
is one of the most widely used instruments of its kind,
especially within Europe, next to SF-36 (Short-Form36 Health Survey), which is arguably very similar to
the NHP (Prieto et al., 1997).
Items
The first part of the NHP (Part I) contains 38
items grouped into 6 subscales that assess the
following general domains:
- Energy level consists of 3 items (1, 12, and
26 - e.g.: I’m tired all the time; everything is an effort).
- Pain consists of 8 items (2, 4, 8, 19, 24, 28,
36, and 38 - e.g.: I have pain at night; I have
unbearable pain).
- Emotional reactions consists of 9 items (3, 6,
7, 16, 20, 23, 31, 32, and 37 - e.g.: Things are getting
me down; I feel that life is not worth living).
- Sleep consists of 5 items (5, 13, 22, 29, and
33 - e.g.: I take tablets to help me sleep; I lie awake for
most of the night).
- Social isolation consists of 5 items (9, 15,
21, 30, and 34 - e.g.: I feel there is nobody I am close
to; I feel I am a burden to people).
- Physical abilities consists of 8 items (10, 11,
14, 17, 18, 25, 27, and 35 - e.g.: I can only walk about
indoors; I find it hard to dress myself).
Part II provides a brief indicator of handicap
and contains seven items that record the impact of ill
health on daily life domains like occupation, work
around the house, personal relationships, social life,
sex life, hobbies, and holidays (i.e. vacations).
Dichotomous Yes/No responses are used
throughout the whole questionnaire.
Administration
The NHP is designed to be administered to
adults over 16 years of age who are affected by a
specific medical condition. However, it can be utilized
on general population as well. The NHP is usually
thought to be a pen and paper type questionnaire, but
it can also be computer administered, individually
and/or collectively.

I. Introduction
The Nottingham Health Profile (NHP; Hunt et
al. 1980; Hunt et al., 1981; Hunt et al., 1985) is a selfreport instrument that measures perceived health status.
The instrument was designed as a generic health status
questionnaire for rapidly determining perceived
physical, social and emotional health problems (Hunt
et al., 1985). It has been portrayed as a multipurpose
measure of health status, capable of being used in
population surveys and in the evaluation of both
medical and psychosocial interventions. Accordingly, it
was used to assess disease activity, the impact of
illness on patients and changes in health status over
time, and also as an indicator of perceived distress
(McDowell, 2006).
The questionnaire’s items address the World
Health Organization (WHO) definitions of disability
and the resulting profile is most often viewed by
specialists to measure health-related quality of life
(hereafter HRQoL) (Wiklund, 1989; Yildiz et al., 2010).
The development of the NHP has started at
Nottingham University’s Public Health Department,
back in 1975. Initially there were 2000 statements
belonging to 700 patients who described the effects of
deteriorated
health,
statements
that
covered
psychological, social, physical and behavioral fields.
The first key concepts of the instrument were selected
later on and only 138 statements were left after the
removal of redundant and ambiguous items. A series of
studies conducted between 1976 and 1978 refined the
number of remaining statements even further, after
which the number of statements was reduced to 82
(Hunt et al., 1985). Participants with a wide range of
medical conditions were selected in order to establish
the instrument’s future general efficacy.
After further testing, statements that fit the
criteria needed in order to develop the NHP into a
population survey tool were retained and this resulted
in the 45 item questionnaire. The first version of the
NHP was called the Nottingham Health Index and it
contained only 33 questions (Martini & McDowell,
1976). The current revised version contains 38 items
included in Part I and 7 optional items that comprise
Part II, the latter being regarded as a brief indicator
of handicap.
Part II was developed after Part I in order to
assess how perceived health problems may affect daily
living (Hunt, McEwen & McKenna, 1986). The
original statements collected during the development
stage of the NHP were reviewed to identify areas of
“task performance” most often affected by ill health.
After identifying the key domains relevant for Part II,
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The instructions for respondents are the
following: “Listed below are some problems people
might have in their daily lives. Read the list carefully
and put a tick in the box under Yes for any problem
that applies to you at the moment. Tick the box under
No for any problem that does not apply to you. Please
answer every question. If you are not sure whether to
answer Yes or No, tick whichever answer you think is
truer at the moment.”
The NHP was designed to be acceptable to
and understood by a majority of people while having
also a low respondent burden. Filling in the
questionnaire usually takes about 5 minutes, and no
additional information is needed for its completion
(Ebrahim, Barer & Nouri). It should be also noted that
researchers found the NHP to produce the lowest
missing value rate out of four commonly used generic
health status measures (Essink-Bot et al., 1997).
Part II of the NHP is independent and
optional, and can be left out without affecting the
results (Garcia & McCarthy, 2000). Part I is frequently
used on its own.
Scoring
The items are to be scored dichotomously on a
scale where YES = 1 point and NO = 0 points. The
scoring for all 6 subscales included in Part I can be
accomplished by using either one of three methods:
1. By summing all YES responses of every
subscale. Although it is the simplest way, it has been
noted that in the case of three samples tested, the
composite scores calculated by this method and the
ones calculated using the weight system (which will be
presented third) have had an extremely high correlation

Item
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11
12.
13

(.98 and above) (Jenkinson, 1991). Thus, either scoring
method is valid and usable.
2. All YES responses of every subscale are
summed up. This sum is divided by the total number of
items and then the result is multiplied by 100. The final
score will range between 0 and 100, where 0 signifies
perfect health and 100 is the most deteriorated state of
health possible for one patient.
3. Every item has a different weight,
depending on the severity of the symptom. The weights
for the NHP were derived using Thurstone’s method of
paired comparisons from a sample of 215 members of
the general public (McKenna, Hunt & McEwen, 1981).
The sum total of the weighted scores is 100, with
weights intended to reflect the perceived severity of a
health state represented by the item from the point of
view of the general public, rather than a specific
patient population (Jenkinson, C., Fitzpatrick, R., &
Argyle, 1988).
Thus, as a result of summing all weighted
values of every item from the scales, the obtained
values will be between 0 and 100, where 0 is the best
state possible and 100 is the worst possible state. Some
of the versions of the NHP that have been adapted and
validated in different cultures have different weighting
systems. Such is the example of the Swedish version
(Hunt & Wiklund, 1987) or of the French version
(Bucquet, Condon & Ritchie, 1990), however, most of
other versions have kept the original weighting
system. The weight values of all YES items of Part I
(items 1-38) of the original English NHP can be
found in the table 1.

Table 1. Item weights for NHP – Part I
Weight Item
Weight Item
Weight
39,20
14.
21,30
27.
11,20
12,91
15.
19,36
28.
20,86
10,47
16.
7,08
29.
16,10
19,74
17.
10,79
30.
22,53
22,37
18.
9,30
31.
13,95
9,31
19.
11,22
32.
16,21
7,22
20.
9,76
33.
21,70
9,99
21.
20,13
34.
15,97
22,01
22.
27,26
35.
12,69
11,54
23.
13,99
36.
5,83
10,57
24.
8,96
37.
12,01
36,80
25.
12,61
38.
10,49
12,57
26.
24,00

Part II is scored by summing up all YES values. No weighting or special reporting method is needed.
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demographics. Although 64% of the sample were
women, age did not differ significantly between
genders (Welch's t-test, t(97.65)=1.04, p=.30).
Of the sample, 76.4% came from Romanian
urban areas and 74% had received high school
education or above. The most prevalent types of cancer
were breast cancer (45.6%), genital cancers (17.2%),
lung cancer (11.6%) and colorectal cancer (9.2%).

II. Methods
1. Questionnaire
The NHP was both presented in the Romanian
literature (e.g. Iustin, 2006) and used in academic
research (e.g. Moldovanu, 2010). Although the
Romanian translation of the NHP is also being listed in
the Galen Research (www.galen-research.com),
multiple translation versions seem to have been utilized
in Romania thoughtout the years. Nevertheless, none of
these translations where accompanied by any
description of the adaptation process or reported a
questionnaire validation process. Moreso, to our
knowledge, the psychometric properties of these
translated versions are either insufficient or
completly lacking.
Thus, the NHP Romanian adaption presented
in this study began with two independent translations
of the original English instrument (Hunt et al., 1985;
full version with scoring and interpretation can be
found in McDowell, 2006) and one of the French
adaptation (Bucquet and Condon, 1990a; 1990b). The
method of comparing these three translation by a
pannel of psychology experts was ment to control the
translation transformations in order to arrive at an
interlinguistic equivalent that would yield the most
accurate and appropriate conceptual content in the
target language.
Blind back-translations and comparisons with
the original were employed in order to arrive at a
preliminary final adapted version. Ultimately, 10 lay
people, self-selected relatives of random hospitalized
cancer patients, were recruited and presented with
versions of the questionnaire containing most of the
alternative expressions that originated during the
translation stage. They were asked to select those that
would best conform to their language usage and to
make any of these modifications to the final adapted
version that was handed to them last. This final version
that was almost identical to the preliminary one was
pilot tested on a small sample of out-patients and
psychology undergraduate students and proved to be
understandable and easy to complete.
Before the begining of the study, participants
were informed in both oral and written form about the
study‘s nature and objectives. Only the first part of the
NHP was administered and no weighting system was
used during scoring.
2. Sample
A mixed sample of 250 adult cancer patients
ages 23-82 (M=54.38, SD=11.85) from the
Bucharest Institute of Oncology completed both NHP
and FACT-G along with 14 questions regarding

III. Results
1. Reliability
Franks & Moffatt (2001) reported the
following internal consistencies (Cronbach’s α) for the
NHP – Part I: .63 for energy level, .81 for pain, .81 for
emotional reactions, .76 for sleep, .65 for social
isolation, and .80 for physical abilities. Similar results
were found on different patient samples: .62, .82, .78,
.77, .63, and .71 respectively (Essink-Bot et al., 1997).
The internal consistencies measured by Cronbach’s α
for the Romanian NHP follow closely the ones
presented in the literature (table 3).
Due to alpha’s shortcomings falling under
heavy scrutiny in numerous statistics articles, we
decided to also report McDonald’s (1999) omega (ω h),
considered to be a more accurate approximation of a
scale’s reliability (Zinbarg et al., 2005; Revelle &
Zinbarg, 2009; Peters, 2014; Dunn, Baguley &
Brunsden, 2014). ωh and corresponding bootstrap 95%
CIs were calculated using R according to the procedure
suggested by Dunn, Baguley & Brunsden (2014). Both
Cronbach’s α and McDonald’s ω indicate adequate
internal consistency.
There is some indication in the literature that
the NHP has a floor effect, whereby it is not sensitive
to minor levels of disability and cannot distinguish
between levels of good health (Franks & Moffatt,
2001; McDowell, 2006). Of course, often designing a
particular instrument involves trade-offs between
ceiling effects and floor effects, but the impact of such
effects on assessment is determined by the
characteristics of the population of interest. For our
sample, the floor effects were a little larger as the ones
reported by Franks & Moffatt (2001), particularly in
the cases of social isolation (52%), pain (50.4%) and
energy level (48.4%), and none of the participants rated
themselves as being in the worst health by obtaining
the highest possible score of the NHP (table 2).
This makes discrimination among subjects
among the bottom end (healthiest) of the scale
impossible. Also, a related consequence will be the
observed skewness, with subscales like pain (1.53) and
social isolation (1.45) presenting positively skewed
43

Journal of Experiential Psychotherapy, vol. 19, no2 (74) June 2016
distributions of scores.
The four-week test-retest reliability reported
by Hunt et al. (1985) ranged between .75-.88 for NHP
– Part I and .55-.89 for Part II. Unfortunately, the test-

retest reliability and sensitivity to change over time of
the Romanian NHP could not be tested due to the
cross-sectional character of the present study.

Table 2. Descriptive statistics of NHP scales
Scale

No. of Items

Score Range

N

M

SD

Floor (%)

Ceiling (%)

Skewness

Energy level

3

0-3

250

1.07

1.19

48.4

19.6

.56

Pain

8

0-8

250

1.60

2.24

50.4

2.8

1.53

Emotional reactions

9

0-9

250

2.46

2.71

34

1.6

.94

Sleep

5

0-5

250

1.78

1.56

28

4.4

.43

Social isolation

5

0-5

250

.90

1.22

52

1.6

1.45

Physical abilities

8

0-8

250

2.18

2.22

32.8

1.2

.78

NHP Global

38

0-38

250

9.98

8.86

12

0

.78

Table 3. Internal consistencies for NHP scales
Scale

No. of Items

N

Cronbach’s α

McDonald’s ω

α

95% CI

ω

95% CI

Energy level

3

250

.78

.67 - .90

.79

.73 - .83

Pain

8

250

.80

.74 - .86

.80

.64 - .87

Emotional reactions

9

250

.82

.76 - .87

.82

.70 - .86

Sleep

5

250

.70

.61 - .80

.72

.66 - .76

Social isolation

5

250

.63

.53 - .74

.64

.54 - .73

Physical abilities

8

250

.80

.74 - .86

.82

.79 - .85

NHP Global

38

250

.93

.91 - .95

.93

.91 - .94

2. Validity
Content validity seemed to be the most
important consideration of the instrument’s early
development stage with items being based on patients’
descriptions of their experience. After this initial stage
patient consultation was combined with expert
consultation, therefore enhancing the relevance of the
questionnaire to patients and clinicians.
Although content validity of a measure is
largely dependent on the concept being measured, the
NHP covers a broad range of health-related functions
that could be expected to be affected in many diverse
chronic conditions, and therefore appears to have good
content validity as a measure of general health status
(Essink-Bot et al., 1997).

The NHP also appears to have good face
validity, all items referring to an aspect of health.
Spearman correlations among domain scores
reported by O’Brien, Buxton & Patterson (1993)
ranged from .32 (sleep and social isolation) to .70 (pain
and physical abilities), most of them ranging from .41
to 0.58. In another study (Franks & Moffatt, 2001), the
highest Pearson correlations were between social
isolation and emotional status (.60), sleep and bodily
pain (.59), while least correlated were social isolation
and bodily pain (.23), and social isolation and energy
(.26). Internal correlations between the sub-scales and
the global score were calculated for the Romanian NHP
as a further measure of the instrument‘s validity (table 4).
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Table 4. Inter-scale correlations (Spearman’s rho)
Energy

Pain

Emo Re

Sleep

Soc Iz

Fiz Abil

Energy

-

Pain

.61***

-

Emo Re

.64***

.50***

-

Sleep

.51***

.42***

.60***

-

Soc Iz

.54***

.37***

.64***

.46***

-

Fiz Abil

.73***

.73***

.57***

.47***

.47***

-

Global

.83***

.76***

.84***

.72***

.68***

.85***

Global

-

*p <.05, **p <.01, ***p <.001.
The concurrent validity of the NHP was
assessed through many related measures like the
McGill Pain Questionnaire, General Health
Questionnaire, and SF-36 to name a few (see
McDowell, 2006; Essink-Bot et al., 1997). For the
present study we have chosen the Functional
Assessment of Cancer Therapy – General (FACT-G;
Cella et al., 1993; for Romanian validation see Dégi
2011; 2013) because it is one of the most prevalently
used HRQoL measures in oncology and its subscales
measure similar psychosocial domains to the ones
measured by NHP subscales.
However, we expected to find negative
correlations between the two instruments because high
scores on NHP correspond to poor QoL while high
scores on FACT-G correspond to good QoL.

Sure enough, the FACT-G total score was
found to be highly related to the NHP global score (.78). More so, subscales that measure related constructs
were also highly correlated. Physical abilities and
energy level were strongly related to physical and
functional well-being while emotional reactions
presented the highest correlation towards emotional
well-being (table 5). Social isolation was already
expected to correlate more strongly with
psychological/emotional well-being as indicated by
Essink-Bot et al. (1999) because it relates to the ability
to make contact with other people and can be
accordingly considered to belong to a psychological
rather than a social role domain. Indeed, it was more
strongly related to emotional well-being (-.56) than to
social well-being (-.55).

Table 5. Subscale and global score correlations (Spearman’s rho) between NHP and FACT-G
Physical
Well-Being

Social/Family
Well-Being

Emotional
Well-Being

Functional
Well-Being

FACT-G
Total

Energy

-.69***

-.33***

-.54***

-.65***

-.69***

Pain

-.55***

-.21**

-.37***

-.47***

-.49***

Emo Re

-.65***

-.47***

-.70***

-.67***

-.72***

Sleep

-.43***

-.34***

-.39***

-.51***

-.51***

Soc Iz

-.47***

-.55***

-.56***

-.56***

-.65***

Fiz Abil

-.63***

-.29***

-.47***

-.60***

-.62***

Global

-.70***

-.45***

-.64***

-.74***

-.78***

*p <.05, **p <.01, ***p <.001.
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3. Confirmatory factor analysis
The latent structure of the NHP questionnaire
and its original theoretically conceptualized six-factor
structure was evaluated using confirmatory factor
analysis (CFA). To avoid complications associated
with the factor analysis of dichotomous items,
researchers usually form parcels by summing items
from a common scale, the resulting parcel scores
falling afterwards on a greater-than-dichotomous scale.
Additionally, the number of parameters to be
estimated will be significantly reduced. Although item
parcelling is the prevailing approach in analysing
scales with many items, especially dichotomous
ones, in CFA, it is almost always preferable to
evaluate latent variable models based on item-level
data (Marsh et al., 2013).
In order to conduct CFA with binary
indicators the use of a robust estimator was warranted
instead of the popular maximum likelihood (ML)
estimation that is still largely used in CFA
irrespective of the nature of the data (Hirschfeld &
von Brachel, 2014).
There seems to be growing consensus that the
best approach to analysing binary indicators is the
diagonal weighted least squares (DWLS). Its two
robust estimators: weighted least squares- mean
adjusted (WLSM) and weighted least squares - mean
and variance adjusted (WLSMV), both provide
accurate parameter estimates for categorical data
(DiStefano & Morgan, 2014) and are also considered to
be superior to the normal theory-based maximum
likelihood (ML) approach when ordinal observed
variables are being analysed.
The current CFA was conducted using the cfa
function with WLSMV estimation in lavaan (v. 0.5-18;

Rosseel, 2012; Rosseel et al., 2015) package for R (v.
3.1.2; R Core Team, 2014) statistical environment.
When specifying the WLSMV in the estimator
argument, lavaan uses diagonally weighted least
squares (DWLS) to estimate the model parameters, but
uses the full weight matrix to compute robust standard
errors, as well as a mean- and variance-adjusted test
statistic. The WLSMV is a robust estimator which does
not assume the normality of the variables and provides
the best option for modelling categorical or ordinal
data (Brown, 2006). Furthermore, the estimator works
well with sample sizes of 200 or more (Flora & Curran,
2004; Rhemtulla, Brosseau-Liard & Savalei, 2012).
In line with the recommendations of most
structural equation modelling researchers (e.g. Brown,
2015), several fit indices were used to assess model fit.
In the present CFA, the following goodness-of-fit
indices were employed: Root Mean Square Error of
Approximation
(RMSEA;
Steiger,
1990),
Comparative Fit Index (CFI; Bentler, 1990), TuckerLewis Index (TLI; Tucker & Lewis, 1973), goodness
of fit index (GFI; Jöreskog & Sörbom, 1981) and
adjusted goodness of fit index (AGFI; Jöreskog &
Sörbom, 1981). It is generally considered that an
adequate model fit would yield a RMSEA<.05,
CFI>.90, TLI>.90, GFI >.90 and AGFI >.90
(Schumacker & Lomax, 2010; West, Taylor & Wu,
2012; Brown, 2015).
The results of the CFA indicated that the
original six-factor structure of the NHP questionnaire
provided a good overall fit to the sample data: 2WLSMV
(659 df)=935, p<.001; RMSEA =.041, 90% CI for
RMSEA .035-.047, p=.995; TLI = .954; CFI = .957;
GFI=.948; AGFI=.941.
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Fig 1. CFA model for the six-factor structure
the adapted versions of health measure. Having said
this, the Romanian NHP adaptation was also based on
the same methodology proposed by the original authors
and followed most of the steps suggested by the
guidelines: producing several translations, using
multiple translators, producing several backtranslations, using a panel review and pre-testing. Our
method was informed mostly by the one used for the
Spanish NHP adaptation (Alonso, Antó, & Moreno,
1990; Alonso, Prieto, & Antó, 1994).
The samples used in this study represented a
good cross-section of cancer patients in Bucharest,
although some cancer types were overrepresented. The
heterogeneity of the sample (participants belonged to
both sexes, to different age groups and to both urban
and rural areas, had diverse education levels, and
differing cancer locations and staging) aimed to ensure
the external validity of the results. This attribute has
been strengthened by the inclusion of patients
pertaining to daily clinical practice. All patients in the
study were users of the public health system, and there
is no reason to believe that the patients included in this

IV. Conclusions
The NHP was designed to provide information
about self-perceived health status and HRQoL. The
purposes of this study were first to adapt a Romanian
version of the NHP for use with Romanian cancer
patients and then to assess its validity and
psychometric properties.
Sartorius and Kuyken (1994) have described
the translation of a health status instrument developed
in one culture into the language of another without
prior consideration of the appropriateness of the
instrument in the target culture as problematic because
of potential difficulties in achieving equivalent
conceptual dimensions. Based on their experience in
producing so many versions of health measures, Hunt
and her group have proposed guidelines for the
development of culturally equivalent versions of an
instrument (Hunt et al., 1991).
Generally, many of the European adaptation
(Swedish, French, Spanish, etc.) were conducted on the
basis of this method. Conceptual equivalence rather
than linguistic or semantic equivalence is the goal for
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study are not representative of the general population.
Furthermore, the analysis of a large sample of cancer
patients and the randomness in its selection also ensure
the internal validity of the results.
The NHP is a valuable screening instrument in
psycho-oncology and was extensively used especially
before other more disease- or population- specific
HRQoL measures. Of course, the original NHP was
designed during the late 70s and new needs for an
appropriate assessment of outcomes appeared since.
These needs were more adequately addressed by
disease-specific HRQOL measures that add subscales
to tap common symptoms (like the FACT system that
has many specific questionnaires).
Indeed, cancer-specific HRQOL measures are
better able to detect changes and to discriminate
between cancer types or stages. Regardless, all QoL are
relative. The NHP was designed to compare patients
across many disease categories and may lead to
equivocal results when a single disease is studied
(Fucini et al., 2008). Consequently when studying a
single population or disease group one should chose
the more specialized tool. However, when comparing
cancer patients’ QoL with that of the general
population or that of other patient category or diseasefree cancer survivors, a generic HRQoL like the NHP
is more suitable. This is why we advocate for the use of
both generic and disease-specific measures in multiinstrument screening protocols.
The present study has shown that the
Romanian NHP questionnaire possesses adequate
psychometric properties multiple measures of its
validity and reliability approximating those of the
original instrument. As such, we conclude that this
culturally adapted version can be used with cancer
patients in both clinical and research settings.
Further research on test-retest reliability and,
potentially, on the weighting system is required to
establish its complete equivalence to the original
instrument. Nevertheless, the NHP appears to be a
valid tool for screening HRQoL in Romanian cancer
patients and allowing study results to be compared
across different countries and between patients and
general population. Future applications of the
Romanian NHP on different patient groups would
provide an important basis for definitively assessing
validity and reliability of the profile.
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