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ABSTRACT

ARTICLE DETAILS

Background: Qigong is used by cancer patients, but its effect has not been adequately evaluated.  Published On:

Lung cancer is a widespread and lethal malignant disease.

24 February 2025

Objective: The current study aimed to explore the effect of Qigong on quality of life, in lung

cancer patients.

Methods: A total of 156 lung cancer patients were randomly assigned, at a 1:1 ratio, to receive
a 6-week Qigong training (intervention group) or usual care (waitlist control group). The
outcome was a composite score of the quality of life assessed through the European Organization
for Research and Treatment of Cancer, Core Quality of Life questionnaire, and Lung Cancer
module was evaluated at baseline, the end of treatment, and at 12 weeks.

Results: Between groups, statistically significant improvements from baseline to 12" week were
observed in global health status (p = 0.021), functional quality-of-life score (p = 0.001), and the

symptom subscale of the quality-of-life scale (p = 0.002).

Conclusion: Qigong was effective and safe on the alongside core quality of life indicators.

KEYWORD: Lung cancer, Qigong, QOL, QLQ-C30, LC13

INTRODUCTION

Lung cancer is a widespread and lethal malignant
disease. Lung cancer causes more than 1.6 million deaths
annually (1). It is known that lung cancer has been the most
common cancer worldwide for several decades, resulting in
nearly 20% of all deaths from cancer during that period (2).
The survival rate of patients with lung cancer in developing
countries is only 9% (3). Annually, there are 20,000 newly
diagnosed cases and 17,000 deaths in Vietnam due to lung
cancer (4). According to the national survey in Vietnam, lung
cancer is ranked as the 4™ highest cause of death in males and
the 7™ highest cause in females (5).

A complementary and alternative modality of
traditional Chinese medicine such as Qigong is often used by
cancer patients to manage their symptoms and quality of life
(QOL)(6). Qigong has been developed and used in cancer
treatments (7). Qigong consists of a series of simple,
performed in synchrony, repeated practices including body
posture or/and movements, breathing practice, and
meditation (8). It consists mostly of gentle movements (with
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some vigorous and shaking movements in addition to quiet,
stillness practice) designed to attain a deeply relaxed state.

A burgeoning literature has examined the effects of
Qigong on supportive care outcomes in people with cancer
including  physical  function, physical symptoms,
psychological symptoms, and quality of life (9). Many
positive health-related impacts from the use of Qigong have
been reported in the literature, such as improving depression,
fatigue and anxiety (10), appetite, nausea and vomiting (11),
and decreasing heart rate, blood pressure, lipid levels and
levels of circulating stress hormones, and improving immune
function (12, 13). Systematic reviews and meta-analyses have
concluded that Qigong interventions during and after cancer
therapies often result in meaningful and reliable
improvements in several supportive care outcomes (14, 15).
These benefits include observed changes in physiological
measures, objective performance indicators, self-reported
functioning and symptoms, psychological well-being and
overall QOL. However, these studies did not include people
with advanced lung cancer.
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Qigong could be highly beneficial because cancer
symptoms are chronic, thus requiring patients to have long-
term self-management of their symptoms. Therefore, this
approach seems to be suitable the Vietnamese context, in
which the majority of cancer patients stay at home due to the
overloading of oncology hospitals. Normally, Vietnamese
cancer patients are only hospitalised for active treatments of
the cancer. Most of the time, they stay in the community
without or with very limited palliative care (16). The
separation from healthcare facilities, as is happening in
Vietnam, could be a risk for the insufficient control of
symptoms and QOL. Therefore, Qigong could be highly
beneficial for lung cancer patients in the Vietnamese
population.

Moreover, the literature suggests that Qigong would
be an appropriate approach to ease patients’ symptoms.
Several studies with Qigong interventions have been
conducted to reduce cancer-related physical and
psychological symptoms. The results are promising.
However, the findings from those studies still require further
affirmation due to their shortcomings in research designs
such as small sample sizes, differences between control and
experimental groups, and high attrition rates. The aim of this
study is to explore the effect of Qigong on QOL in lung
cancer patients. The hypothesis of this study is that patients
with lung cancer who receive Qigong training intervention
will show greater improvement in QOL than those who
receive usual care, as assessed immediately after the
completion of Qigong intervention, and at 6-weeks follow-

up.

MATERIALS AND METHODS
2.1 Study design

The design of this study was a randomized
controlled trial (RCT) with two parallel groups in a 1:1
allocation ratio, allocation concealment, and assessor
blinding. Participants from the National Lung Hospital and
Nam Dinh General Hospital were enrolled and randomized to
the 6-week Qigong intervention or the 6-week wait-list
control group to explore the effects of Qigong with the
intervention compared to a wait-list control group. The lung
cancer patients’ QOL was measured as primary outcomes.
The intervention in this study was based on a protocol that
was enacted by Chulalongkorn University, Thailand (17). All
outcomes were measured at baseline before randomization, at
the 6™ week (at the end of intervention), and at the 12" week
(after the 6-week follow-up period). The data collectors were
blinded to the group assignments.

2.2 Subjects and Setting
2.2.1 Study population

The study population included patients with a
diagnosis of lung cancer at the National Lung Hospital and
Nam Dinh General Hospital, Vietnam.

Eligibility criteria

The inclusion criteria of subjects were:

(a) Age 18 or above

(b) Diagnosis of invasive lung cancer [Non-small
cell lung cancer (NSCLC) or Small cell lung cancer (SCLC)].

(c) Patients with NSCLC or SCLC who have
completed treatment with chemotherapy and/or radiotherapy
for a minimum of 4 weeks prior to commencing the study.

(d) Medically fit to participate in general well-being
and activities of daily life, as two or smaller on a 0 - to 5-point
numeric rating scale at the time of recruitment, as determined
by The Eastern Cooperative Oncology Group (ECOG) score.

(e) With no clinically confirmed recurrence or
occurrence of other cancers; and

(f) Patients report all three symptoms (dyspnoea,
fatigue, and anxiety) in the previous week and ranked the
severity of at least two of the three symptoms as three or more
on a 0 - to 10-point numeric rating scale at the time of
recruitment, as determined by dyspnoea, fatigue, and anxiety
intensity rating scales.
Exclusion criteria
1) Known history of clinically diagnosed with major
psychiatric illness.
2) Presenting with criteria associated with risk during
physical activity: severe cachexia; frequent dizziness; bone
pain; or severe nausea.
3) Having had past or current regular experience with mind-
body practices that blend movement with meditative
practices, such as Yoga, Tai Chi, or Qigong.
4) Life expectancy is estimated to be less than 6 months (as
determined by their physicians).
5) Visual problems or deafness.
2.2.2 Sample size

The sample size was calculated based on relevant
published literature (Loh, 2015). A sample size of 130
participants has been calculated to be sufficient to detect the
effect size of relevant study with a type 1 error of 5% (¢=0.05)
and 80% power ($=0.20) by Gpower 3.1.9.2 software
(http://www.gpower.hhu.de). Therefore, a sample size of 130
subjects is necessary for this study. Considering a 20%
attrition rate, 156 subjects are necessary for the total sample
size, with 78 subjects in each group.
2.2.3 Withdrawal criteria and management

There were no subjects required to withdraw from
the trial based on the following: (1) development of a serious
disease or deteriorated health preventing continuation in the
trial; (2) adverse events related to the Qigong intervention.
2.2.4 Settings and Time Frame

Vietnam is divided into three main parts: the north,
the center, and the South. The country’s population is
approximately 90 million people, with almost half of the
population being found in the north (18). Data collection was
conducted in the north because this region demonstrated a
significantly higher prevalence of lung cancer than other
areas (19). The National Lung Hospital and Nam Dinh
General Hospital are two hospitals in the north of Vietnam;
on average, those hospitals have 180 to 200 lung cancer
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patients receiving treatment in inpatient and outpatient
departments per day (20). This study was conducted from
January 2017 to December 2017.

2.3 Randomisation and blinding
2.3.1 Randomisation

To avoid the potential bias in the allocation of
patients to receive Qigong intervention group or usual care
group, neither the investigator, the patient themselves nor
their physician could decide that a given person should
receive the Qigong intervention or the standard usual care.
Randomization tends to balance two groups concerning
characteristics that could influence the development of an
outcome. To randomize patients to receive Qigong
intervention or another guaranteed that the two groups were
well balanced and comparable concerning all risk factors that
could influence the outcome at study completion (21).

After the completion of baseline measurements,
eligible patients were randomly assigned to either the Qigong
group or the wait-list control group following blocked
randomization procedures with a 1:1 allocation according to
the computer-generated randomization list based on ID
assigned in the order of enrolment
(www.sealedenvelope.com). The blocked randomization
refers to what the investigators decide to enrol participant into
the study sequentially. The investigators were treated people
who were being consecutively enrolled in a series called a
block (22). Due to the research setting and patient’s
characteristics, the block size of six subjects (the next six
subjects who are going to be enrolled in study) was used for
this study.

Patients in the intervention groups received Qigong
training and post-intervention data were collected at the end
of completion of the 6 weeks of intervention, and again at the
6 weeks’ follow-up. For the control group, the schedules for
data collection and following up were the same as for the
intervention group. Due to patients being recruited from the
same hospital, patients receiving Qigong intervention were
asked not to share information with other patients. Similarly,
the Qigong Master was requested not to discuss the
intervention with research assistants involved in different
phases of the trial.

2.3.2 Blinding

In the current study, based on nature of intervention,
blinding was not feasible with the researcher, statistician, or
Qigong Master who were responsible for the recruitment of
subjects, randomisation, and delivering the intervention,
respectively. However, the investigators who collect the
outcome information were blinded to the allocation sequence.
Blinding of the data collectors to group assignment is
necessary to ensure objectivity and avoid the risk that
assessors record more responses that are favourable when
treatment status is known or may assume that improved
performance is evidence of treatment status.

2.4 Intervention method
2.4.1 Control group

The wait-list control group received the usual care
provided by the hospitals or caregivers and received Qigong
training after the follow-up period. The usual care of this
study comprised a mandatory individual briefing of the lung
cancer care procedure (nursing care after completion of
medical treatment) and about a five to a ten-minute individual
discussion focusing on symptom management (such as using
oxygen when patients have dyspnoea) by a staff nurse before
discharge. Patients were also invited to attend an optional
group talk given by a registered nurse and a medical social
worker about general care before and/or after they returned to
the community (23). Patients in both intervention and control
groups were offered this usual care.
2.4.2 Intervention group

Qigong training was delivered at the National Lung
Hospital and Nam Dinh General Hospital to subjects in the
intervention group. One professional coach, who had been
engaged in teaching Qigong to clients at the UNESCO Centre
for Supporting Community's Heath for at 12 years, was
employed to guide the participants’ training. The training
scheme of Qigong was planned according to the ‘Qigong
Standard’ enacted by the Chulalongkorn University, Thailand
(17), and consists of seven postures. This Qigong protocol
produced small-to-large effects on symptom management in
various populations and medical conditions (24). Qigong is
generally reported to be safe in the general population when
practiced according to standard moderate principles and when
learned under the guidance of a qualified teacher. However,
Qigong should not delay the time of diagnosis or replace more
established treatments (17).

Subjects in the intervention group (6 patients in each
Qigong training section) received a 90 minutes’ Qigong
training, meeting twice a week for the first 2 weeks to
intensify proper learning of the Qigong intervention.
Thereafter, subjects were asked to practice at home for at least
30 min a day, 5 days per week, over 4 weeks and to keep a
log of the frequency, minutes of practice, and level of skills.
The home exercises were the same as those learned in the
training sessions and an instructional DVD and guidebook
were also given to subjects. The DVD was modified from
original Thai version with the performances of Qigong master
with music, and Vietnamese description in the background.
2.4.3 Follow-up

After the 6-week intervention period, all participants
stopped practice Qigong and started an additional 6-week
unsupervised follow-up practice. During the follow-up
period, all participants were required to record their daily
activity information at 8 and 12 weeks.
2.4.4 Adherence measures

All subjects were advised not to seek any other
regular exercise during the trial period. The researcher
supervised the training to guarantee the quality of Qigong
delivery. In order to observe any impact of the usual physical
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activity, the researcher required all subjects to record
information about their usual daily physical activity at 3 and
6 weeks of the intervention period on a daily activity log.
The researcher assessed the subjects’ compliance
with the home program by asking and testing them every
week though phone calls to encourage participants to practice
and ensure that the training dose is adequate by recording in
a diary logbook. If a subject missed a phone call, the
researcher made an additional phone call to prevent loss-to-
follow-up. To incentivize the completion of the data
collection, 50,000 VND gift cash was provided at the baseline
collection, 150,000 VND gift cash at the post-intervention
data collection, and 150,000 VND qgift cash at the 12-week
follow-up data collection time point. Subjects were reminded
that the gift would be given to them upon completion of data
collection. All participants can stop practicing Qigong during
the follow-up period. The wait-list control group received
usual care during the first 12 weeks of the study and
participants then received the same Qigong training after the
follow-up period.
2.4.5 Safety assessment
There were no side effects from practicing Qigong in the
intervention group in this study.

2.5 Outcome measures

Baseline characteristics

The investigator using the printed questionnaires
collected participants’ demographic characteristics (e.g., age,
sex, education, marital status, and occupation) and history of
the disease, disease status, and current treatments.

Quality of life

QOL was measured by the European Organisation
for Research and Treatment of Cancer - Quality of life
questionnaire - Core (EORTC-QLQ-C30) and Lung module
(LC-13 subscale) (25). The Cronbach’s alpha coefficient of
EORTC QLQ-C30 and QLQ-LC13 in this study were 0.83
and 0.75, respectively.

2.6 Data analysis

Data analysis was performed according to the
procedures of the SPSS version 23. The GEE was used to
analyse the effect of the effect of the Qigong on QOL. In each
model, the independent variables are the group (Qigong
group and wait-list control group), time (different
measurement time points, such as baseline, post-intervention,
and post-follow-up), confounding factors (e.g., age, gender)
and any inequality factors among groups at the baseline
assessment. All tests involved a two-sided significance level
of a=0.05.

2.7 Ethical issues

The principles of this study was following the
declaration of Helsinki Principles that included: (1)
Protection of life, health, dignity, integrity, right to self-
determination, privacy, and confidentiality by using an
individual code with each subject only known by the
researcher; (2) Acceptable scientific principles; (3) Described

in a protocol; (4) Protocol must be reviewed by an ethics
committee; (5) Consideration of local laws and regulations;
(6) Assessment of predictable risks, burdens, and importance;
(7) appropriate training and qualifications of investigator; (8)
Participation must be voluntary; and (9) Participants were
give consent (World Medical Association, 2013). Therefore,
the study information and consent form were approved by the
Research Ethics Committee of the Hong Kong Polytechnic
University, Hong Kong and the hospital in Vietnam.

RESULTS AND DISCUSSION
3.1 Characteristic of the subjects

The mean age of the patients was 56.84 + 9.45. This
finding is similar to other studies (20, 26), in that most lung
cancer patients are diagnosed at a late adult age. The majority
(74.4 %) of patients were male. The high prevalence of lung
cancer in Vietnamese males may be “associated with their
smoking behaviour-one of the most important causes of lung
cancer” (20). It was reported that smoking is highly prevalent
in Vietnam, with 56.7% of males aged from 25-44 years, and
59.5% of males aged from 45-64 years being smokers (27).

With regard to stage of cancer, the most prevalent
was stage IV (61.5%), followed by stage 111 (29.5%). Patients
with stage | accounted for the smallest proportion of the
sample (2.6%). These findings reflect the fact that most
patients were diagnosed in advanced stages. Many patients
came to hospital for treatments when the tumour had grown
and spread widely (28). Most of the lung cancer patients in
Vietnam (65-80%) are diagnosed in the hospital in advanced
stages (29). The reason for this situation is the poor
knowledge and awareness of the public and general
practitioners at the community levels of the Vietnamese
healthcare system (20). The number of chemotherapy cycles
received for the treatment of lung cancer among subjects
varied from 4 to 14 cycles (equally 4 to 20 months) with the
mean of 5.67 £ 2.62 cycles; subjects with 4 cycles accounted
for the highest prevalence (55.1%). It can be said that the
subject of the current study was at the middle steps of the
treatments as well as their lives with the cancer (Table 1).

3.2 Descriptive data relating to the baseline outcome data

There were significant between-group differences at
baseline in diarrhoea (Qigong 6.41 and control 9.4; p =
0.024), as depicted in Table 2. At baseline, patients in both
groups reported similar levels of QOL in most domains.
There were no clinically relevant differences (MD) >10
points. Small differences of 5-10 points were encountered in
dyspnoea, peripheral neuropathy LC13, and alopecia LC13
(MD —7.29; -5.13; and -5.37 respectively), (Table 2).

3.3 Effect of Qigong on QOL in lung cancer patients.
3.3.1 Quality of life — global health status domain

A significant difference was observed at the 6™ week
between-groups of the Qigong and waitlist control groups
with a mean difference of -5.69 (p = 0.021) (Table 3a, 3b and
Figure 1). Furthermore, the mean global health status scores

362  Volume 05 Issue 02 February 2025

Corresponding Author: Dau Van Vu



Qigong Improves Quality of Life in Lung Cancer Patients: A Randomised Controlled Trial

within group of the Qigong group increased from baseline to
the 61 week with a mean difference of 5.29 (p = 0.010). In
contrast, the mean global health status scores within group of
waitlist control group gradually changed at the 6™ week and
then decreased slightly at 121" week although these changes
revealed no statistical significance in scores. As indicated by
statistically significant within-group changes, there was
variation in the Qigong group in the first 6 weeks that need
further exploration.
3.3.2 Quality of life - functional scales

The functional scales were the scoring of physical
functioning, role functioning, emotional functioning,
cognitive functioning, and social functioning. A significant
difference was only observed at the 6™ week between-groups
of the Qigong and waitlist control groups with a mean
difference of —6.02(p = 0.001) (Table 4b). Furthermore, there
were no significant differences in mean functional scores
within both the Qigong and control groups. This means that
Qigong did not improve functional scores across time (Table
4a and Figure 2).
3.3.3. Quality of life - symptom scales

The symptom scales were the scoring of fatigue,
nausea and vomiting, pain, dyspnoea, insomnia, appetite loss,
constipation, diarrhoea, and financial difficulties. A
significant difference was observed at the 6™ week and 12
week between-groups of the Qigong and waitlist control
groups with a mean difference of 5.81 (p = 0.002) and 5.54 (p
= 0.034), respectively (Table 5a5bb and Figure 3).
Furthermore, the mean symptom scores within group of the
Qigong group declined from baseline to the 6! week, with a
mean difference of -3.45 (p = 0.035), and then marginally
increased at the 12" week; these changes revealed no
statistical significance in these scores. In contrast, the mean
symptom scores within the waitlist control group gradually
changed at the 61 week and then increased slightly at the 121"
week, although these changes revealed no statistical
significance in these scores. As indicated by statistically
significant within-group changes, there was variation in the
Qigong group in the first 6 weeks and Qigong needed more
than 6 weeks to improve symptom scores.
3.3.4. Quality of life — LC13 scales

The mean LC13 total scores of the Qigong group
marginally increased from baseline to the 6" week with a
mean difference of 1.16 (p = 0.448) and then increased at the
12" week with a mean difference of 7.23 (p = 0.001); these
changes across time revealed statistical significance in these
scores. The mean LC13 total scores of control group
gradually increased at the 6™ week with a mean difference of
3.27 (p = 0.024) and then continue increased at 12" week,
these changes revealed statistical significance in these scores
with a mean difference of 7.83 (p = 0.000). In addition, no
significant differences were observed at the 6™ week and 12
week between the Qigong and waitlist control groups.
Furthermore, there was no significant interaction (group x
time) of the model across time (Table 6a, 6b and Figure 4).

The results from this study suggested that Qigong
has a positive influence on QOL of lung cancer patients.
Qigong intervention improved while the control group had
little improvement or even a reduction of QOL. There was a
significant difference within and between groups on global
health status at the 6™ week with p = 0.01 and p = 0.021,
respectively. There was also a significant difference between
groups on function score at the 12 week with p = 0.01. With
regard to symptom scales, there was a significance difference
within, between groups at the 6" week, and across time with
p =0.035; p = 0.002; and p = 0.038, respectively. The results
of this study are consistent with those of other studies.
Multiple studies confirm that Qigong significantly improves
QOL (12, 30-34). In addition, Byeongsang, Butow (35) found
that the Qigong intervention group reported clinically
significant improved global QOL scores pre- and post-
intervention. Another similar study of a Tai Chi intervention
reported improvement in health-related QOL of patients with
breast cancer (36).

Regarding minimal clinically important differences,
changes to global health status in the Qigong group at post-
intervention was 5.29. This finding provides estimates of
MCIDs for lung cancer patients when using the EORTC
QLQ-C30. The estimates generally agree with the estimates
of 5-10 units of the QLQ-C30 scales we considered and as
proposed by Osoba, Rodrigues (37) and King, Bell (38). This
change can be useful for clinicians to determine the
proportion of patients benefiting from Qigong treatment. The
change could also be used as guidance for classification of
patients by changes in QOL and symptoms over time.
Furthermore, the estimates may be useful in sample size
determination and design for future clinical trials.

Regarding typical symptoms of lung cancer
symptom related to QOL, there were LC13 scores increased
in both the Qigong and control groups. There was no
statistically significant difference between the two groups for
this increase. However, symptoms in the control group
increased more and heavier than those of the Qigong group.
At the 6! week, mean difference of LC13 score of control and
Qigong group were 11.10 and 7.23, respectively. It can be
said that Qigong does not directly reduce the typical
symptoms of lung cancer related to QOL, but Qigong had
helped to slow the severity of the characteristic symptoms.
This result is consistent with the conclusions of the previously
published systematic review (39, 40).

According to Anant, Guleria (41), several factors
such as age, associated co-morbidities, and quality of medical
and palliative care provided to the patients influence many
aspects of QOL. In addition, the short-term survival of lung
cancer, rapid deterioration of performance status, and
dropouts due to treatment-related side effects may cause
difficulty in collecting data and following-up the patients for
a long period of time. This problem of "missing data" causes
difficulties in making accurate assessments and drawing
conclusions from many studies. It has been suggested that
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comparative analysis of QOL should be stopped when less
than 30% of the data is available (42). In the current study,
over 50% of the data are available, therefore, the results can
provide meaningful information to clinicians in addition to
the clinical diagnosis (e.g. the history, the physical
examination and other diagnostic and laboratory test) and it
may also influence clinical decision making as well as
improving QOL of patients (43).

The repeated QOL assessment may train patients,
thus influencing their scores, which could weaken the effects
of the study intervention. Furthermore, the use of semi-
structured interviews contributes meaning to individual
patient scores (44) and adds information about perceived
problems (45). In the course of the disease, patients
perception of their health status usually changes due to
deterioration as a tumour progresses, but also because of
adaptation, as patients often adopt new internal standards.
This phenomenon is known as response shift and is not easily
observed by physicians (46, 47).

Limitations of the current study

There are several notable features to this study,
including the recruitment of adequate numbers, the inclusion
of two cohorts (immediate, delayed training groups) which
allows for assessment of reproducibility between groups, the
use of standardized measures to determine outcomes, and
attention to adherence to protocol with the amount of
practice. In addition, there is also a consideration of those
who attain outcomes that are considered to represent
clinically meaningful changes. Although our results are
promising, several limitations of the current study should be
noted: Firstly, the subjects were mainly recruited from the
two hospitals from the Northern part of Vietnam, which may
limit the generalisability of our results. The male subjects
outnumbered the female subjects in our study. The
demographic characteristics (e.g., age) of the drop group were
quite different from the active group. It might be better if we
could identify more subjects and then allocate them to either
group. All of these limitations might affect the
generalisability of the present findings; Secondly, the rate of
drop out was high at the sixth week of intervention and the
12" week follow-up (38%, 60.2% in the Qigong group and
15%, 40% in the waitlist control group). The main reason was
that many subjects voluntarily withdrew from the study
process. In addition, there was no fixed time to “enter static”
and practice. There were also some patients who reported that
their perspective was “letting go”, so they were not able to
achieve the complete Qigong achievement. This may explain
why the differences between the two groups were more
significant at six weeks than at 12 weeks; Thirdly, blinding
the subjects to their treatment allocation was not possible due
to the nature of the intervention. The inclusion of a control
group was nonetheless important to compare changes
between those who did and did not receive Qigong
intervention and to control for changes in self-reported QOL
that may occur over time without an intervention; Fourthly,

although the Qigong protocol was developed by
Chulalongkorn University, Thailand that agreed that it was
suitable for Vietnamese lung cancer patients to practice, we
did not have an objective assessment tool to indicate how
much the subjects could master the exercise; Fifthly,
although we tried to deal with the problem of non-specific
effect by introducing the block randomisation, we still faced
the possibility of the experimenter-expectancy effect; Sixthly,
Qigong learning process was lacked checklist for two weeks
training at hospitals, missed follow-up assessment and
qualitative information about perfective of subjects to Qigong
practicing; Finally, when investigating characteristics
between the active subjects and the dropout subjects, due to a
significant difference in age and gender, baseline values of
fatigue, etc., we could not apply the LOCK and per-protocol
approach to deal with missing data forms. For comparisons
between the gigong group and waitlist group subjects,
computation variables were also used in some outcome
variables such as cluster symptom, functional scales,
symptom scales, and LC 13 total scores. Conducting multiple
tests probably increased the probability of Type | error.
Therefore, caution should be used when interpreting the
findings.

CONCLUSIONS

The aim of this study was to explore the effect of
Qigong on QOL in lung cancer patients. To achieve the
study’s aim, the theory of unpleasant symptom management
was utilised to guide the intervention of this study. The
subject was recruited by purposive sampling into intervention
and control groups followed by randomisation assignment of
subjects were conducted through in Nation Lung Hospital and
Nam Dinh General Hospital in North of Vietnam. The sample
consisted of 156 lung cancer patients. The collection of data
was conducted at three time points: baseline, 6 week, and
12t week for the two groups from January 2017 to December
2017. The attrition rate in the Qigong group at the end of the
intervention and at the end of the follow-up was 38.5% and
60%, respectively. The attrition rate in the control group at
the end of the intervention and the end of the follow-up were
15% and 40%, respectively. The effects of Qigong on the
QOL were investigated in the RCT. There was a trend in
improvement within the group of the Qigong intervention on
QOL. The improvement in LC13 of the Qigong group was
also better than that of the control group. The results of the
current study suggest that Qigong was effective on improving
patients’ QOL.

REFERENCES
I Markaki M, Tsamardinos I, Langhammer A, Lagani
V, Hveem K, Rge OD. A Validated Clinical Risk
Prediction Model for Lung Cancer in Smokers of All
Ages and Exposure Types: A HUNT Study.
EBioMedicine. 2018.

364  Volume 05 Issue 02 February 2025

Corresponding Author: Dau Van Vu



Qigong Improves Quality of Life in Lung Cancer Patients: A Randomised Controlled Trial

Ferlay J, Shin H-R, Bray F, Forman D, Mathers C,
Parkin DM. Estimates of worldwide burden of

analyses. Complementary Therapies in Medicine.
2014;22:173-86.

cancer in 2008: GLOBOCAN 2008. International XVI. Ministry of Health V. National project on prevention
Journal of Cancer. 2010;127:2893-917. and control of cancer from 2008 to 2010. In: Health

1. Parkin DM, Bray F, Ferlay J, Pisani P. Global VMo, editor. 2008.

Cancer Statistics, 2002. CA: A Cancer Journal for XVIL. Thanasilp S. Thai Qigong guide book step by step.
Clinicians. 2005;55(2):74-108. Thailand:  Chulalongkorn  University;  2013.

V. Phuong. Lung cancer in Vietnam. Lung cancer; Available from: http://digitalmedia.co.th/demo/CU-
National Hospital for Lung Diseases2013. 2013/1/.

V. Nguyen TTN, Tran, K. L., Bui, N. L., Vos, T., Ngo, XVII.  WHO. World health statistics 2010: World Health
b. A, & Nguyen, T. H. The burden of diseases and Organization; 2010.
injuries in Vietnam in 2008 (in Vietnamese). Ha XIX. Ngoan LT, Fukumitsu S, Kaneko S, Yoshimura T.
Noi: Medical Press. 2011. Differences in Cancer Risks in the South and North

VI. Chen K, Yeung, R. A review of gigong therapy for of Viet Nam. Asian Pacific journal of cancer
cancer treatment. Journal of International Society of prevention : APJCP. 2001;2(3):193-8.

Life Information Science 2002;20(2):532. XX. Long NH, Thanasilp S, Thato R. A causal model for

VILI. Lee Tsoy-Ing, Chen H-H, Yeh M-L. Effects of chan- fatigue in lung cancer patients receiving
chuang qigong on improving symptom and chemotherapy. European Journal of Oncology
psychological distress in chemotherapy patients. Nursing. 2015.

The American journal of Chinese medicine. XXI. Moher D, Hopewell S, Schulz KF, Montori V,
2006;34(01):37-46. Gotzsche PC, Devereaux P, et al. CONSORT 2010

VIII. Ernst E. Research ethics questioned in Qigong explanation and elaboration: updated guidelines for
study. Alternative therapies in health and medicine. reporting parallel group randomised trials. Journal
2002;8(4):18; author reply of clinical epidemiology. 2010;63(8):e1-e37.

IX. Chan DN-S. Supportive care needs and health- XXII. Kim J, Shin W. How to do random allocation
related quality of life among Chinese lung cancer (randomization). Clinics in orthopedic surgery.
survivors. Advances in Lung  Cancer. 2014;6(1):103-9.
2012;01(02):5-12. XXIII. Ministry of Health V. Guidelines on palliative care

X. Shneerson C, Taskila, T., Gale, N., Greenfield, S., for cancer and AIDS patients. Ha Noi: Medical
Chen, Y.F. The effect of complementary and Publishing Houses; 2012.
alternative medicine on the quality of life of cancer XXIV. Prechawong S. The effect of Qigong practice and
survivors: A systematic review and meta-analyses. health reaching on dysnea in patients with chronic
Complementary ~ Therapies in Medicine. obstructive  pulmonary  disease.  Bangkok
2013;21:417-29. (Thailand): Chulalongkorn University; 2011.

XI. Fong SSM, et al.. The Effects of a 6-Month Tai Chi XXV. Fayers P, Aaronson N, Bjordal K, Groenvold M,
Qigong Training Program on Temporomandibular, Curran D, Bottomley A. The EORTC QLQ-C30
Cervical, and Shoulder Joint Mobility and Sleep Scoring Manual . 2001. Published by: European
Problems in Nasopharyngeal Cancer Survivors. Organisation for Research and Treatment of Cancer,
Integrative Cancer Therapies. 2015;14(1):16-25. Brussels. 2012.

XII. Oh B. Effect of medical gigong on cognitive XXVI. Nguyen LT, Alexander K, Yates P.
function, quality of life, and a biomarker of Psychoeducational Intervention for Symptom
inflammation in cancer patients: a randomized Management of Fatigue, Pain and Sleep Disturbance
controlled  trial.  Support  Care  Cancer. Cluster among Cancer Patients: A Pilot Quasi-
2012;20:1235-42. experimental Study. Journal of pain and symptom

XIHI. Wang Chong Wen, Chan CLW, Ho RT, Tsang HW, management. 2018.

Chan CHY, Ng S-M. The effect of gigong on XXVII. Khue LN, & Minh, H. V. Prevalence and intensity
depressive and anxiety symptoms: a systematic of smoking in Vietnamese Y hoc TP Ho Chi Minh.
review and meta-analysis of randomized controlled 2011;15(2):94-100.

trials.  Evidence-Based Complementary and XXVIII. Nguyen BD, Tran VT, Le TD. Clinical
Alternative Medicine. 2013;2013. manifestation, diagnosis, staging, and survival. In:

XIV. Lee MS, et al.. Qigong for cancer treatment: a Bui CT, Hoang DC, editors. Lung cancer. Ha Noi:
systematic review of controlled clinical trials. Acta Medical Press; 2009. p. 134-77.

Oncologica. 2007;46(6):717-22. XXIX. Anh PT, Duc NB. The Situation with Cancer

XV. Zeng Y, et al. Health benefits of gigong or tai chi for Control in Vietnam. Japanese Journal of Clinical
cancer patients: a systematic review and meta- Oncology. 2002;32(suppl 1):S92-S7.

365  Volume 05 Issue 02 February 2025 Corresponding Author: Dau Van Vu


http://digitalmedia.co.th/demo/CU-2013/1/
http://digitalmedia.co.th/demo/CU-2013/1/

Qigong Improves Quality of Life in Lung Cancer Patients: A Randomised Controlled Trial

XXX.

XXXI.

XXXII.

XXXIII.

XXXIV.

XXXV.

XXXVI.

XXXVII.

XXXVIIL.

XXXIX.

Chen Z, Meng Z, Milbury K, Bei W, Zhang Y,
Thornton B, et al. Qigong improves quality of life in
women undergoing radiotherapy for breast cancer.
Cancer. 2013;119(9):1690-8.

Fu J, Wang S. Qigong plus herbal medicine in
treating late-stage stomach cancer in the
elderly1995. 155-57 p.

Loh S, Lee S. The Qigong and Quality of life Trial:
Implications for Women in Cancer Survivorship
Phase. Journal of Womens Health. 2015;4(3):181-7.
Oh B B, P., Mullan, B., Clarke, S., Beale, P.,
Pavlakis, N., et al. Impact of medical gigong on
quality of life, fatigue, mood and inflammation in
cancer patients: a randomized controlled trial. Ann
Oncology. 2010;21:608-14.

Wang R, ZhuW, Yuan Z, LuH, Gao Y, Fan L, et al.
Effects of Long-Term Guo Lin Qi-Gong Practice on
Cancer Survivors' Quality of Life and Aerobic
Capacity: A Preliminary Report. 2009. p. 101-11.
Byeongsang O, Butow P, Mullan B, Clarke S.
Medical Qigong for cancer patients: pilot study of
impact on quality of life, side effects of treatment
and inflammation. The American journal of Chinese
medicine. 2008;36(03):459-72.

Mustian KM, Katula JA, Gill DL, Roscoe JA, Lang
D, Murphy K. Tai Chi Chuan, health-related quality
of life and self-esteem: a randomized trial with
breast cancer survivors. Support Care Cancer.
2004;12(12):871-6.

Osoba D, Rodrigues G, Myles J, Zee B, Pater J.
Interpreting the significance of changes in health-
related quality-of-life scores. Journal of clinical
oncology. 1998;16(1):139-44.

King MT, Bell ML, Costa D, Butow P, Oh B. The
Quality of Life Questionnaire Core 30 (QLQ-C30)
and Functional Assessment of Cancer-General
(FACT-G) differ in responsiveness, relative
efficiency, and therefore required sample size.
Journal of clinical epidemiology. 2014;67(1):100-7.
Vu DV, Molassiotis A, Ching SSY, Le TT. Effects
of Qigong on symptom management in cancer

XL.

XLI.

XLIL.

XLII.

XLIV.

XLV.

XLVI.

XLVII.

patients: A systematic review. Complementary
therapies in clinical practice. 2017.

Montazeri A, Gillis CR, McEwen J. Quality of life
in patients with lung cancer: a review of literature
from 1970 to 1995. Chest. 1998;113(2):467-81.
Anant M, Guleria R, Pathak AK, Bhutani M, Pal H,
Charu M, et al. Quality of life measures in lung
cancer. Indian journal of cancer. 2005;42(3):125.
Ranson M, Davidson N, Nicolson M, Falk S,
Carmichael J, Lopez P, et al. Randomized trial of
paclitaxel plus supportive care versus supportive
care for patients with advanced non-small-cell lung
cancer. Journal of the National Cancer Institute.
2000;92(13):1074-80.

Osoba D, Bezjak A, Brundage M, Zee B, Tu D, Pater
J. Analysis and interpretation of health-related
quality-of-life data from clinical trials: basic
approach of The National Cancer Institute of Canada
Clinical Trials Group. European Journal of Cancer.
2005;41(2):280-7.

McCabe C, Begley C, Collier S, McCann S.
Methodological issues related to assessing and
measuring quality of life in patients with cancer:
implications for patient care. European journal of
cancer care. 2008;17(1):56-64.

Larsson M, Ljung L, Johansson BBK. Health-
related quality of life in advanced non-small cell
lung cancer: correlates and comparisons to
normative data. European Journal of Cancer Care.
2012;21(5):642-9.

Sprangers M, Schwartz C. The challenge of
response shift for quality-of-life-based clinical
oncology research. European Society for Medical
Oncology; 1999.

Huebner J, Rosé C, Geissler J, Gleiter C, Prott F,
Muenstedt K, et al. Integrating cancer patients'
perspectives into treatment decisions and treatment
evaluation using patient-reported outcomes—a
concept paper. European journal of cancer care.
2014;23(2):173-9.

Table 1. Demographic data and disease characteristics for all participants in Qigong and control groups (n = 156)

Variables All Qigong groups Control group p-value”
N =156 n=78 n=78

Age (years)

Mean (SD) | 56.84(9.45) | 57.62 (9.63) | 56.06 (9.25) | 0.429

Gender (n, %)

Male 116(74.4) 59 (75.6) 57 (73.1) 0.714

Female 40 (25.6) 19 (24.4) 21 (26.9)

Cancer type (n, %)

NSLCC 152 (97.4) 78 (100) 74 (94.9) 0.43

SLCC 4 (2.6) 0 (0) 4 (5.1)

Stage (n, %)

I | 4(26) [ 4(5.0) | 0(0)  0.28
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1 10 (6.4) 4(5.1) 6 (7.7)
1] 46 (29.5) 23 (29.5) 23 (29.5)
v 96 (61.5) 47 (60.3) 49 (62.8)
Current treatment (n, %)
Chemotherapy 64 (41) 31 (39.7) 33 (42.3) 0.73
Chemotherapy & | 60 (38.5) 29 (37.2) 31 (39.7)
Radiotherapy
Chemotherapy & | 32(20.5) 18 (23.1) 14 (17.9)
Operation
Number of Chemotherapy Cycles
Mean (SD) | 5.67 (2.62) | 5.33 (2.46) | 6.01(2.73) 0.636
Education (n, %)
Primary 16 (10.3) 10 (12.8) 6 (7.7) 0.508
Secondary 83 (53.2) 42 (53.8) 41 (52.5)
High school 43 (27.6) 18 (23.1) 25 (32.1)
Vocational school 3(1.9) 1(1.3) 2 (2.6)
University and higher 11 (7.1) 7(9.0) 4 (5.1)
Religion (n, %0)
Non-religion 154 (98.7) 78 (100) 76 (97.4) 0.363
Buddhism 1 (0.65) 0 1(1.3)
Christian 1 (0.65) 0 1(1.3)
Employment (n, %)
Current worker 25 (16) 16 (20) 9 (11.5) 0.095
Unemployment 131 (84) 62 (80) 69 (88.5)
Marital status (n, %)
Married 154 (98.7) 78 (100) 76 (97.4) 0.115
Single 2(1.3) 0 2 (2.6)
(" The p-value are based on y? analysis for categorical variables and t-tests for continuous variables)
NSLCC: Non-Small Cell Lung Cancer
SLCC: Small Cell Lung Cancer
Table 2. Description of studied variables at baseline (N = 156) * p <0.05
Mean (SD)
All Control Qigong p
(n=156) (n=78) (n=178)
Quality of life
Global health status 48.39(13.12) 46.79(12.75) 50.00(13.36) 0.803
Physical functioning 63.37(14.81) 63.68(13.99) 63.07(15.66) 0.388
Role functioning 56.62(18.51) 57.05(17.71) 56.19(19.38) 0.520
Emotional functioning 66.44 (12.94) 64.42(12.43) 68.47(13.19) 0.567
Cognitive functioning 61.08(21.18) 57.88(20.22) 64.29(21.75) 0.781
Social functioning 48.29(19.59) 47.22(18.49) 49.35(20.70) 0.647
Fatigue 44.23 (14.95) 44.30(13.57) 44.17(16.30) 0.080
Nausea and vomiting 14.31(20.16) 15.17(19.95) 13.46(20.46) 0.888
Pain 31.10(20.40) 28.66(19.35) 33.54(21.23) 0.847
Dyspnoea 31.39(15.72) 35.04(15.09) 27.75(15.57) 0.082
Insomnia 45.29(28.32) 43.58(29.08) 47.00(27.62) 0.641
Appetite lose 44.87(25.01) 46.15(24.75) 43.58(25.37) 0.671
Constipation 10.25(17.60) 11.53(18.47) 8.97(16.70) 0.111
Diarrhoea 7.90(15.66) 9.40(16.90) 6.41(14.27) 0.024"
Financial difficulties 55.12(27.21) 56.83(25.82) 53.41(28.59) 0.179
Quality of life — LC13
Dyspnoea | 40.01(15.49) | 40.00(14.37) | 40.02(16.63) | 0.363
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Coughing 40.38(15.61) 40.59(16.68) 40.17(14.57) 0.594
Haemoptysis 5.15(13.19) 5.18(12.09) 5.12(14.29) 0.859
Sore mouth 14.23(23.02) 14.79(23.72) 13.67(22.43) 0.548
Dysphagia 30.55(26.22) 29.91(25.53) 31.19(27.04) 0.746
Peripheral neuropathy 35.89(28.97) 38.46(27.43) 33.33(30.38) 0.452
Alopecia 48.83(31.51) 51.52(30.17) 46.15(32.77) 0.133
Pain in chest 28.63(25.24) 29.48(24.60) 27.77(25.99) 0.176
Pain in arm or shoulder 25.85(26.38) 27.35(26.17) 24.35(26.68) 0.346
Pain in other parts 21.97(25.88) 20.04(24.59) 23.89(27.13) 0.405
Table 3a. Results of GEE on global health status of QOL (N = 156)

Mean (Std. Error) Group*Time

Qigong Control B 95% CI p- value
Baseline 50.00(1.50) 46.79(1.44)
6 weeks 55.29(1.89) 49.61(1.57) 2.481 -2.94;7.90 0.369
12 weeks 51.76(3.21) 45.80(2.28) 2.754 -5.55; 11.06 0.516

Global health status score ranges from 0 to 83.33 (Higher score indicates better QOL)

Table 3b. Pairwise Comparisons on global health status (N = 156)

Baseline — 6" week Baseline — 12" week 6" week - 12" week
Mean difference p- Mean difference p- Mean difference p-
(95%Cl) value (95%Cl) value (95%CI) value
Qigong | 5.29 0.010" | 1.76 0.618 -3.53 0.128
(1.26; 9.32) (-5.15; 8.67) (-9.27; 2.20)
Control | 2.81 0.128 0.99 0.673 -3.81 0.122
(-0.81; 6.44) (-5.60; 3.62) (-8.63; 1.02)
Qigong | -3.21 0.123 -5.69 0.021" | -5.96 0.130
& (-7.28; 0.87) (-10.50; -0.87) (-13.67; 1.75)
Control | Baseline 6" week 12t week
Table 4a. Results of GEE on functional score of QOL (N = 156)
Mean (Std. Error) Group*Time
Qigong Control B 95% ClI p- value
Baseline 60.28(1.42) 58.05(1.14)
6 weeks 62.08(1.36) 56.06(1.22) 3.788 -0.52; 8.10 0.085
12 weeks 59.42(2.21) 55.49(1.71) 1.701 -4.38;7.78 0.583

Functional score ranges from 18.33 to 92.33 (Higher score indicates better function)

Table 4b. Pairwise Comparisons on functional score (N = 156)

Baseline — 6" week Baseline — 12" week 6" week - 12" week
Mean difference p- Mean difference p- Mean difference p-
(95%CI) value (95%Cl) value (95%Cl) value
Qigong | 1.80 0.283 -0.86 0.733 -2.66 0.221
(-1.48; 5.08) (-5.82; 4.10) (-6.92; 1.60)
Control | -1.99 0.163 -2.56 0.153 -0.57 0.762
(-4.79; 0.81) (-6.08; 0.95) (-4.27; 3.13)
Qigong | -2.23 0.222 -6.02 0.001" | -3.93 0.160
& (-5.80; 1.35) (-9.60; -2.44) (-9.41; 1.55)
Control | Baseline 6" week 12t week
Table 5a. Results of GEE on symptom scales of QOL (N = 156)
Mean (Std. Error) Group*Time
Qigong Control B 95% ClI p- value
Baseline 30.93(1.36) 32.30(1.20)
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6 weeks 27.48(1.42) 33.29(1.20) -4.440 -8.63; -0.25 0.038"
12 weeks 29.54(2.15) 35.08(1.49) -4.164 -9.87; 1.55 0.153
Symptom scales score range from 2.47 to 75.31 (Higher score indicates more severe)

Table 5b. Pairwise Comparisons on symptom scales (N = 156)

Baseline — 6" week Baseline — 12" week 6™ week - 121" week
Mean difference p- Mean difference p- Mean difference p-
(95%CI) value (95%Cl) value (95%Cl) value
Qigong | -3.45 0.035" | -1.39 0.569 2.06 0.343
(-6.65; -0.24) (-6.15; 3.38) (-2.20; 6.32)
Control 0.99 0.471 2.78 0.083 1.79 0.270
(-1.71; 3.70) (-0.37; 5.93) (-1.39; 4.96)
Qigong | 1.37 0.448 5.81 0.002" | 5.54 0.034"
& (-2.17; 4.92) (2.18; 9.45) (0.41; 10.67)
Control | Baseline 6™ week 12t week

Table 6a. Results of GEE on LC13 total score of QOL (N = 156)

Mean (Std. Error) Group*Time

Qigong Control B 95% ClI p- value
Baseline 28.57(1.38) 29.74(1.24)
6 weeks 29.73(1.55) 33.01(1.28) -2.114 -6.23; 2.00 0.314
12 weeks 35.80(2.05) 40.83(1.58) -3.868 -9.34; 1.60 0.166

LC13 total score range from 2.22 to 63.33 (Higher score indicates more severe the symptoms)

Table 6b. Pairwise Comparisons on LC13 total score (N = 156)

Baseline — 6" week Baseline — 12" week 6™ week - 12" week
Mean difference p- Mean difference p- Mean difference p-
(95%CI) value (95%Cl) value (95%CI) value
Qigong 1.16 0.448 7.23 0.001" | 6.07 0.005"
(-1.83; 4.14) (2.91; 11.55) (1.86; 10.29)
Control 3.27 0.024" 11.10 0.000" | 7.83 0.000"
(0.44; 6.10) (7.74; 14.45) (4.63; 11.02)
Qigong | 1.17 0.530 3.28 0.104 5.03 0.051
& (-2.47; 4.80) (-0.67; 7.23) (-0.03; 10.10)
Control | Baseline 6™ week 12t week

*p<0.05

Global health status of QOL Functional scores Of
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Figure 1. Changes in global health status scores
across time

369  Volume 05 Issue 02 February 2025 Corresponding Author: Dau Van Vu



Qigong Improves Quality of Life in Lung Cancer Patients: A Randomised Controlled Trial

Symptom scores of LC13 total of QOL
40 QoL 45
- 40 .
—---.—__ ””
30 t\'/o » o
30 -
25
20
20
15
10 10
5
0 0
Baseline 6 weeks 12 weeks Baseline 6 weeks 12 weeks
= Q= Control ==@== Qigong = @ = Contro| ==@= Qigong
Figure 3. Changes in symptom scores across time Figure 4. Changes in LC13 total scores across time

370  Volume 05 Issue 02 February 2025 Corresponding Author: Dau Van Vu



