
 

The Vanderbilt Head and Neck Cancer Symptom Survey (version 2.0) 

 

Name:______________________-

_________________________________Date:_______________ 

 

Directions: Please answer the following questions by checking the appropriate box. 
 

1. I currently have a feeding tube in place.   Yes  No 

2. I have teeth    Yes   No 

3. I use dentures     Yes   No 
 

Directions:  Please read all questions and circle the number that best describes your 

symptoms over the past week.  In general, a “0” indicates the least amount of problems 

with a particular symptom and “10” indicates the most problems. 

 

1. I have been losing weight 

 0 1 2 3 4 5 6 7 8 9 10  

None          A lot 

2. I have lost my appetite 

 0 1 2 3 4 5 6 7 8 9 10  

 Normal          No appetite 

3. I have to use liquid supplements (like Ensure® or Boost®) to maintain my weight 

 0 1 2 3 4 5 6 7 8 9 10  

 None          All liquid 

supplements 

4. I have trouble maintaining my weight because of swallowing problems 

0 1 2 3 4 5 6 7 8 9 10  

 None          A lot 

5. I have trouble eating certain solid foods (like hard to chew, crumbly, or sticky foods) 

 0 1 2 3 4 5 6 7 8 9 10  

 None          A lot 

6. I have trouble drinking thin liquids (like water, tea and Ensure®) 

 0 1 2 3 4 5 6 7 8 9 10  

 None          A lot 

7. Food gets stuck in my mouth 

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

8. Food gets stuck in my throat  

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

9. I choke or strangle on liquids 



 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

10. I choke or strangle on solid foods 

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

11. I cough after I swallow 

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

12. Swallowing takes great effort 

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

13. It takes me longer to eat because of my swallowing problem 

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

14. I have problems with dry mouth 

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Severe 

15. Problems with dry mouth make chewing and swallowing difficult 

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

16. Problems with dry mouth affect my ability to sleep  

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

17. Problems with dry mouth affect my ability to talk  

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always  

18. I have thick mucous or phlegm 

0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

19. Mucous causes me to choke or gag 

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

20. Mucous causes difficulty swallowing  

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

21. Mucous causes difficulty sleeping  

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

22. I have sores in my mouth or throat that cause pain 



 0 1 2 3 4 5 6 7 8 9 10  

 No Pain          Severe pain 

23. Mouth or throat pain causes difficulty swallowing  

0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

24. Mouth or throat pain causes difficulty speaking  

0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

25. My average pain level over the last week has been….. 

 0 1 2 3 4 5 6 7 8 9 10  

 No pain          Severe pain 

26. My worst pain level over the last week has been….  
 0 1 2 3 4 5 6 7 8 9 10  

 No pain          Severe pain  

27. The average relief from my pain medication is….    Not Applicable, I am not on 

pain medications 

 0 1 2 3 4 5 6 7 8 9 10  

 No relief          Total relief 

28. Pain causes difficulty sleeping  

0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

29. I have trouble speaking  

 0 1 2 3 4 5 6 7 8 9 10  

 Never          Always 

30. My voice is hoarse 

 0 1 2 3 4 5 6 7 8 9 10  

Not at all         Very Hoarse 

31. I have trouble being understood because of my speaking or hoarse voice 

 0 1 2 3 4 5 6 7 8 9 10  

Never          Always 

32. I have trouble with my hearing 

 0 1 2 3 4 5 6 7 8 9 10  

None          Severe  

   

33. My taste is altered  

 0 1 2 3 4 5 6 7 8 9 10  

None          A lot 

34. I have less desire to eat due to taste change 

 0 1 2 3 4 5 6 7 8 9 10  

Never          Always 



35. My taste changes have altered the foods that I choose to eat  

 0 1 2 3 4 5 6 7 8 9 10  

Never          Always 

36. My taste changes have caused me to decrease the amount of food I eat  

 0 1 2 3 4 5 6 7 8 9 10  

Never          Always 

37. My sense of smell has changed  

 0 1 2 3 4 5 6 7 8 9 10  

Not at all         Very much 

38. I have altered what I eat due to a change in my sense of smell 

 0 1 2 3 4 5 6 7 8 9 10  

Not at all         Very much 

39. I have difficulty chewing because of my teeth or dentures… Not applicable, I do 

not have teeth or dentures 
 0 1 2 3 4 5 6 7 8 9 10  

None          Severe 

40. My teeth are sensitive to hot, cold or sweet foods    Not applicable, I do not have 

teeth 

 0 1 2 3 4 5 6 7 8 9 10   

Not at all         Very Sensitive 

41. My teeth feel looser  Not applicable, I do not have teeth 

 0 1 2 3 4 5 6 7 8 9 10  

Not at all         Very Loose 

42. My teeth are cracking or chipping    Not applicable, I do not have teeth 

 0 1 2 3 4 5 6 7 8 9 10  

Not at all         Severe 

43. I have trouble with my dentures  Not applicable, I do not have dentures 

 0 1 2 3 4 5 6 7 8 9 10  

None          A lot 

44.  I have a burning sensation in the lining of my mouth and throat  

 0 1 2 3 4 5 6 7 8 9 10   

None          Very Painful 

45.  The lining of my mouth and throat is sensitive to spicy, hot or acidic foods 

 0 1 2 3 4 5 6 7 8 9 10  

Not at all         Very Sensitive 

46. The lining of my mouth and throat is sensitive to dryness 

 0 1 2 3 4 5 6 7 8 9 10  

Not at all         Very Sensitive 

47. Burning pain in the lining of my mouth and throat changes what I eat  



 0 1 2 3 4 5 6 7 8 9 10   

Never          Always 

48. Burning pain in the lining of my mouth and throat prevents me from brushing my 

teeth  

 0 1 2 3 4 5 6 7 8 9 10   

Never          Always 

 

49. I have limitations in the ability to open or move my jaw 

 0 1 2 3 4 5 6 7 8 9 10   

Never          Severe 

 

50. I have limitations in the ability to move my neck and shoulders  

 0 1 2 3 4 5 6 7 8 9 10   

Never          Severe 

 

 


