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Summary

In the case of a will made by a person suffering from cancer, sometimes the party seeking 
to challenge it will raise as an argument the very fact that the testator has been diagnosed 
with cancer (regardless of its type, severity of symptoms, phase of development and dynam-
ics). In the opinion of beneficiaries omitted in the will, this would deprive the testator of the 
ability to make a conscious or free decision and express his will. A substantive analysis of 
the court material requires that the experts not only follow the general principles of prepar-
ing psychiatric and psychological opinions in testamentary cases but also take into account 
certain psychopathological conditions and other factors specific to cancer. The aim of this 
literature review is to present these special circumstances in the context of the possibility of 
their use by experts when preparing an expert opinion on the assessment of the validity of 
the declaration of will. In assessing the mental state of the testator, experts should consider 
not only reactive mental disorders, cognitive deficits or disorders of consciousness, but also 
conditions characteristic of the neoplastic process: CRCD (cancer-related cognitive dysfunc-
tion), CRF (cancer-related fatigue), CACS (cachexia-anorexia cancer-related syndrome). In 
their assessments, experts cannot ignore other factors specific to this disease: its phase nature, 
the degree of adaptation of the testator to the disease, family conditions that may influence 
the testator’s property decisions.
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Introduction

Some people declare that they would like to have time to prepare for death, includ-
ing organizing their financial matters by drafting a will. This mainly concerns elderly 
individuals [1], who are at the highest risk of developing cancer, often accompanied by 
mental health issues [2]. This is especially important in light of the increasing number 
of diagnosed and projected oncological diseases [3, 4]. 
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Despite increasingly effective methods of oncological treatment, the diagnosis of 
cancer still arouses fear, anger, terror, and a conviction of inevitably approaching death 
in many patients [5]. Intense somatic complaints and unpleasant effects of therapy, 
especially in the elderly, contribute to the occurrence of various mental problems [6]. 
This may prompt them to finally settle their affairs – to make a will. People who disa-
gree with the patient’s inheritance decisions often apply for the invalidation of such 
a will, citing not so much the presence of specific mental disorders in the testator, but 
the very fact of the presence of cancer or oncological treatment. In such situations, 
the court is obliged to appoint expert psychiatrists and psychologists. Naturally, the 
rules for preparing an opinion on the mental state of a testator suffering from cancer 
do not differ significantly from the general principles of giving opinions in so-called 
testamentary cases. However, it may be helpful for experts to take into account ele-
ments specific to this disease related to characteristic changes in the testator’s mental 
state, his or her family relationships, the dynamics of the underlying disease or the 
adverse effects of oncological treatment. The aim of this literature review is to present 
these specific circumstances in the context of the possibility of their use by experts 
in the field of psychiatry and psychology when preparing an expert opinion on the 
assessment of the validity of a declaration of will. 

Material and method

This literature review was conducted using a narrative analysis covering a wide 
range of oncological, psychiatric, psychological, and forensic topics, drawing on 
studies of varying complexity and structure, as well as theoretical works addressing 
specific issues. For this purpose, from May to July 2024, online databases, primarily 
PubMed and, to a lesser extent, Polish bibliographic databases of scientific journals, 
were searched for relevant original and review articles. The literature search used key 
words in English along with their Polish translations and possible combinations: cancer, 
mental disorders, depression, anxiety disorders, phases of cancer, adaptation to cancer, 
family in cancer, making a will, validity of a will, psychiatric expertise, psychological 
expertise. Publications in the field of forensic psychiatric and psychological assessments 
were also sought, particularly those related to evaluating mental capacity for drafting 
a will. Excluded were abstracts, commentaries, opinions, editorial pieces, publications 
in languages other than English or Polish, works focusing solely on the legal aspects 
of making a will, or the feasibility or effectiveness of oncological therapies, as well as 
other highly specialized cancer-related topics not directly relevant to the subject of this 
study. This process resulted in the identification of 68 publications. After preliminary 
review, the article selection criteria were refined, and works were categorized into 
the following thematic areas: the course and dynamics of cancer diseases; changes in 
a patient’s life situation resulting from cancer; patient adaptation to the cancer process 
and oncological treatment; the occurrence of mental disorders during cancer; and the 
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principles of psychiatric and psychological assessments. Works that most broadly 
covered these thematic areas were selected, with particular emphasis on publications 
referencing more than one area. In the end, 46 full-text original and review publications 
in Polish and English, published up to 2024, were considered. In the next phase, the 
gathered data were analyzed and summarized within each thematic group and related 
to the criteria for psychiatric and psychological assessment in cases concerning the 
validity of a will. The final stage of the work involved identifying the areas and issues 
that play a significant role in psychiatric and psychological evaluation processes for 
individuals diagnosed with cancer who have drafted a will. 

Psychiatric criteria for the invalidity of a will

It is considered that a will is made in a state that excludes conscious decision-
making and expression of will, when during its execution the party to this act is 
unable to understand its nature, to grasp with memory and understanding what they 
dispose of, is unable to remember and understand who the beneficiaries are, whose 
interests are affected by the content of the will [7]. The most common sources of un-
consciously made property decisions include dementia syndromes of various origins, 
more severe mental disabilities, psychoses of endogenous, exogenous, and organic 
origin, consciousness disorders syndromes (also in the course of somatic diseases 
such as cancers) [8].

Lack of freedom in making financial decisions is identified with a state in which 
a person recognizes the sense of their actions, but under the influence of certain mental 
dispositions is unable to resist external factors (suggestions, requests, behaviors aimed 
at arousing a sense of guilt, demands) [9]. The most common causes of loss of freedom 
in making decisions are indicated as severe somatic diseases (inflammatory, vascu-
lar, degenerative, post-surgery conditions, conditions leading to cerebral ischemia), 
including neoplastic diseases. They can lead to general asthenization, manifested 
by psychomotor slowing, apathy, impoverishment of interests, anxiety, depression, 
emotional lability, excessive psychophysical fatigue, which result in disturbances in 
decision-making processes [10]. Sometimes people from the patient’s environment 
isolate them from their family, encourage them to distrust their loved ones, while at 
the same time winning them over with small kindnesses and help. Ultimately, they put 
him in a situation where they expect him to change his previous financial decisions in 
their favor, contrary to his actual preferences [11].

Mental disorders in the course of cancer

People with oncological diseases are at risk of developing various mental disor-
ders resulting from the impact of a complex of adverse etiological factors. The most 
frequently reported are adaptation disorders (anxiety, depression, mixed), but organic 
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disorders, consciousness disorders, psychotic disorders, and other disorders specific 
to this disease may also occur [12]. In this group, a significant relationship is observed 
between anxiety disorders and depressive syndromes, which occur with a similar fre-
quency [13], estimated at a general level of 20‒45% of patients [14, 15]. It should be 
noted, however, that this frequency changes depending on the phase of the disease: in 
the diagnostic period, these syndromes affect 33% of patients, in the period of remis-
sion lasting up to a year – 15%, and in the period of relapse (the most psychologically 
burdensome) – 45%, while in the advanced phase of the disease the frequency decreases 
to 26% [16]. The co-occurrence of depressive and anxiety symptoms is more frequently 
observed right after cancer diagnosis, while depression without anxiety is observed in 
more advanced stages of the disease [14]. The development of anxiety and depressive 
disorders is caused not only by the information about the cancer diagnosis, but also 
by unfavorable prognosis, pain, body image disorders, mutilating effects of treatment 
(hair loss, amputations, stomas, weight loss, mastectomy, peripheral neuropathy), and 
neuropsychiatric sequelae of therapy [13, 17]. However, the most accurate predictor 
of the development of depression is its occurrence throughout the patient’s life (it then 
increases almost 7-fold) [18].

Knowledge of these etiological factors may provide experts with a basis for 
searching for possible affective mental disorders. The highest level of anxiety is noted 
in patients with lung, breast, stomach, reproductive organs, and blood cancers [13, 
17]. A unique type of anxiety in this group of patients is carcinophobia in people who 
have had cancer and are afraid of a recurrence of the disease in themselves or of being 
diagnosed with this disease in their relatives [12]. Depressive symptoms most often 
affect patients with cancers of the oral cavity and throat, pancreas, breast, and lung, 
slightly less often patients with colon cancer, gynecological cancers and lymphoma 
[19]. The risk of a depressive syndrome increases with age [18], so it concerns people 
who most often decide to make a will. In the case of elderly people, more pronounced 
symptoms of depression should be expected, which results from problems typical of 
this period of life: insomnia, recurrent physical fatigue, concentration disorders, more 
frequent thoughts about death [20]. Regardless of age, women with cancer are twice 
as likely to develop depressive disorders than men [18].

Usually, experts in their assessments consider the life situation of the testator, 
which may modify the clinical picture of possible mental abnormalities. Socioeconomic 
factors, i.e., low level of education, unemployment, absence due to illness, reduced 
income or financial difficulties contribute not only to the development of depressive 
disorders, but also to their severity. Moreover, it has been found that single people 
(without emotional support) experience depression four times more often than people 
in intimate relationships [18].

One of the most common sources of unconsciously made property decisions is de-
mentia of various origins [8, 21]. In the advanced phase of cancer, especially in elderly 
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patients, various types of cognitive disorders can be expected related to the presence 
of cancer [22] or chemotherapy treatment [23]. Among disorders of consciousness, the 
most common is delirium, especially in the advanced phase of the disease (it may affect 
up to 85% of patients) [14, 24], symptoms of which usually deprive the testator of the 
ability to consciously and freely decide and express their will in a will [10]. Factors 
predisposing to its occurrence include old age, advanced disease, cognitive disorders, 
visual disorders, dehydration, postoperative period, alcohol or other psychoactive 
substance abuse. However, they are extremely rare as a result of chemotherapy [14].

Conditions specific to neoplastic disease

In people with cancer, and especially those undergoing oncological treatment, 
certain specific psychopathological conditions are encountered, the possible presence 
of which should be taken into account by experts when assessing the mental state of the 
testator when drawing up a will. One of them is cognitive disorders, previously called 
chemobrain and currently referred to as cancer-related cognitive dysfunction – CRCD 
[25]. It is considered that CRCD may be the result not only of chemotherapy [26], but 
also other forms of treatment: hormone therapy, radiotherapy, surgical procedures, as 
well as the consequence of persistent anxiety, fatigue or even the influence of genetic 
factors [27]. The frequency of this syndrome is estimated at 17‒75%. In almost every 
third patient, it develops before the treatment is started, the causes of which are be-
lieved to be the impact of burdensome emotional factors [28]. CRCD manifests itself 
in the weakening of the following cognitive functions: executive functions, learning 
from verbal material, psychomotor slowing, lack of flexibility of thinking, weaken-
ing of visual, verbal and non-verbal memory, reduced visual-spatial skills and speech 
fluency, as well as weakened ability to sustain attention [25, 29], i.e., factors that can 
potentially reduce the ability to perform legal acts. However, it should be remembered 
that these deficits in most cases are short-term, and only in every third patient do they 
persist for a long time (even for several years) [28].

A slightly different condition is cancer-related fatigue (CRF), which affects 
40‒100% of patients during oncological treatment and 14‒40% of patients after onco-
logical treatment (chemotherapy, hormonal, targeted, and immunological therapy). The 
fatigue syndrome consists of: a disturbing, persistent, subjective feeling of physical, 
emotional, and/or cognitive fatigue or exhaustion related to cancer or its treatment, 
which is completely disproportionate to the degree/amount of physical fatigue physi-
ologically accumulated during the day. Its symptoms do not subside with rest and may 
make it difficult for the patient to function daily [30, 31]. Importantly, fatigue symptoms 
may occur alone, but also co-occur with a depressive syndrome (in the case of severe 
depression – 43%, moderate depression – 29%) [32].

Another condition to be considered by experts is cachexia-anorexia cancer-related 
syndrome (CACS), also known as cachexia-anorexia syndrome. It occurs in most 
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patients, but only in the advanced phase of the cancer (in 80% of patients with cancer 
of the digestive tract, pancreas, head, and neck, in 60% of patients with colon, lung, 
and prostate cancer, in 40% of patients with breast cancer, Hodgkin’s lymphoma). At 
the time of death, this syndrome is diagnosed in 80% of patients, regardless of the 
type of cancer [33, 34]. It manifests itself not only in a decrease in body weight, but 
also in increasing weakness and fatigue, and a decrease in the quality of life, which in 
turn results in mental problems and negatively affects the patient’s relations with the 
environment [35]. These conditions should be considered as a potential basis for the 
testator losing the freedom to make property decisions.

Adaptation to cancer

Patients are usually more involved in the therapy at the beginning of oncological 
treatment. As time passes, positive re-evaluation weakens, giving way to a sense of 
helplessness and anxiety [5]. This leads to a decrease in the quality of life of patients 
in all its dimensions – physical, emotional, social, cognitive, in social roles, and at 
work. The degree of adaptation to the disease is related to its image: the intensity of 
physical suffering, changes in appearance, adverse effects of treatment, duration of 
isolation from the family, functioning in a closed group of patients (observing the 
suffering and death of others, exchanging unpleasant information about the disease, 
treatment, creating pessimistic group relations), the need to comply with medical 
recommendations, giving up social roles, fear of disease relapse, professional and 
economic problems, or lack of sufficient support and understanding [36]. As a result, 
40% of patients over the age of 70 experience a deterioration in their functioning [37]. 
Often, these elements are highlighted by the party disagreeing with the content of the 
will and presented as arguments for its invalidity. On the other hand, the higher the 
level of acceptance of the disease, the more often the patient uses the fighting spirit 
strategy and the less preoccupation with fear or helplessness. Experts can obtain in-
formation on this subject not only from witness statements, but also from oncological 
and possibly hospice documentation (parameters regarding acceptance of the disease 
and coping with it are standardly included in it).

Phases of cancer disease

Analyzing the dynamic changes in the patient’s emotional state, several phases 
in the course of the neoplastic process were distinguished. In the first phase, after 
hearing the diagnosis, the patient usually represses this information and denies the 
problem, which may manifest itself in a lack of emotional involvement. In the second 
stage, anger, rage, rejection of help or discontinuation of treatment appear. In the next 
stage, such a person begins to “bargain” with fate, make promises of improvement in 
exchange for recovery, idealize people in whom he places his hope. The next stage is 
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dominated by sadness, a sense of uselessness and failure. In the last stage, acceptance 
of the disease usually comes, expressed by calmness or an attitude of resignation [38].

Depending on the phase of illness in which the will was made, motivation of its 
author may result from completely different motives, sometimes incomprehensible to 
those around him. His property decisions may be the result of anger or rage directed 
towards individual family members, an expression of a sense of failure in life and 
resignation. They may also be the result of a rational and balanced life review or 
reflections on individual relatives (e.g., transferring property to a person with whom 
the testator had a strong emotional bond; to a person to whom he felt obligated; to a 
person who, in his opinion, needed financial support the most).

Family relationships in cancer

In assessing the reasons that guided the testator in making a will, experts do not 
omit the analysis of his family relations, the overall home situation, the nature of con-
tacts between individual family members (especially with the beneficiary), conflicts, 
dependencies, obligations or expectations [39]. Information about the diagnosis of 
cancer, which is still perceived as a deadly threat, is not only a very serious psychologi-
cal burden for the patient himself, but also for his relatives, who may react with fear, 
anxiety, a sense of helplessness. The patient himself may be ashamed of the diagnosis 
and fear social isolation [40], which may lead to activities (including testamentary 
ones) that are supposed to provide him with support, e.g., by promising to transfer his 
property in exchange for care. However, a typical reaction of a family in which cancer 
appears is an increased need for experiencing cohesion and closeness. Usually, spatial, 
time, and ideological barriers disappear then. The patient’s relatives are ready to move 
in with him or allow him to live with them, they devote more time and attention to him 
(not only to help with treatment). Such a family avoids discussing sensitive topics or 
topics that have previously caused misunderstandings and conflicts. At the same time, 
their emotional distance from outsiders and those outside the immediate (at that time) 
family environment increases [41]. During oncological therapy, the patient, apart from 
emotional support, also expects logistical assistance (help in organizing visits to the 
doctor and diagnostic tests, transport to the hospital, etc.) [38].

Taking into account these dynamic changes in intra-family relations, the expert 
analyses the testator’s ability not only to assess the rights of the persons to whom he 
has left his estate, but also his ability to understand the essence of the conflict or com-
plications that may be caused by his property decisions [42]. It is therefore necessary to 
distinguish those family factors that have contributed to making specific testamentary 
dispositions for a long time and those that determined them already during the cancer 
process [39].
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Discussion

 Currently, cancer is often a long-term diagnostic and therapeutic process, with 
relapses, remissions and periods of disease progression. Over this time, the patient’s 
mental state also changes dynamically. By determining the phase of the disease in 
which the will was made, it is possible to focus on the most common mental disorders 
and possible changes in the testator’s behavior. Usually, the statutory heirs omitted 
in the will draw attention to the fact that it was made in the last phase of the disease 
(which is not necessarily reflected in reality), they focus on physical ailments and 
the therapy used. For this reason, it is necessary to track changes in the testator’s 
mental state not only in the period close to the date of the will, but until the moment 
of his death. Psychopathological conditions specific to the advanced stage of the 
disease, such as CRCD (cancer-related cognitive dysfunction), fatigue syndrome, and 
cachexia-anorexia syndrome, should always be the focus of the expert psychiatrist 
and psychologist, not only because of their high frequency in the late stages of the 
disease, but above all because of the nature of the symptoms [25, 26, 28, 30, 31, 34]. 
They may predispose the testator to increased suggestibility, submissiveness towards 
other people, transferring important property decisions to them. They may also 
induce the patient to withdraw from emotional relationships with people who were 
important and valued to them so far. At the same time, one cannot rule out a situation 
in which the decision to make a will, even in the advanced stage of the disease and 
despite certain mental abnormalities, may be a manifestation of reconciliation with 
the approaching death and constitute an expression of a rational striving to finally 
arrange property matters.

In response to the diagnosis of cancer, the testator may react physiologically – 
with anger, anxiety, fear or rage. Among the mental disorders, the most frequently 
observed are adaptation disorders: depressive-anxiety syndromes and, in more ad-
vanced stages of the disease, depression without anxiety. Their diagnosis is difficult 
due to the dynamic impact of many factors on the patient at different times [14] and 
their similarity to the symptoms resulting from the cancer itself – sleep disorders, 
decreased activity, lack of appetite, and weight loss [25]. However, their frequency is 
not as high as one might expect (regardless of the phase of the disease: major depres-
sion – 15%, mild depression – 20% of patients) [17]. Depressive-anxiety disorders 
occur because of a constellation of aggravating factors [38], especially in people who 
have experienced depression in the past [18]. Information on depressive disorders, 
apart from witness testimonies, is included in psychiatric documentation from the 
period before the onset of cancer (this documentation may be omitted by the parties 
to the proceedings, as it sometimes concerns a distant time). At the same time, one 
cannot lose sight of the fact that regardless of the phase of the cancer disease (the 
possible presence of etiological factors), more than half of oncological patients do 
not reveal anxiety or depressive disorders.



391Forensic psychiatric assessment of fitness to test in cancer patients

In court actions for invalidation of a will, in many cases, the testator’s verbal 
communication, memory, orientation, and concentration disorders are highlighted. 
Any non-standard behavior of the testator is supposed to be evidence of dementia. 
However, cognitive impairment in people with cancer (assuming that they did not 
show symptoms of dementia before the disease) most often takes the form of only 
mild cognitive impairment [28] and does not have to co-occur with symptoms of 
depression or anxiety [25]. As a rule, this type of cognitive impairment does not 
negatively affect the mental capacity of the person to perform legal acts, including 
making a will.

From the judicial point of view, more important than minor deficits in memory 
or attention are information on the level of social, family or community functioning 
of the testator [10] as well as their involvement in the oncological treatment process. 
The expert obtains information on this subject not only from witness statements, but 
also from oncological and hospice treatment documentation, which increasingly often 
contains data on the patient’s attitude during treatment and their attitude to the disease. 
The way the testator adapts to cancer is influenced by factors present even before the 
disease, i.e., their personality traits, disposition, decision-making style, ways of coping 
with previous life difficulties [43] (witnesses often point this out).

During illness, the dynamically changing situation means that this adaptation is 
influenced by many variables: emotional, somatic, family, material, social [5, 36, 37]. 
The more of these aggravating factors the expert is able to identify in the case material, 
the more unstable the mental state of the testator should be expected and the greater 
the risk of mental disorders. In such a situation, it cannot be ruled out that when mak-
ing property decisions, the testator could have been guided by a distorted assessment 
of his situation and prospects. On the other hand, greater acceptance of the disease is 
treated as an emotional determinant of more efficient functioning: a sense of compe-
tence, appreciation of life, frequent and deeper relationships with others [44], and not 
as an expression of depression, fear, resignation and, submission.

Diagnosis of cancer in one of the family members usually causes previous disagree-
ments and misunderstandings to disappear for the good of the patient. As a result, the 
sick person and the people taking direct care of them become isolated from the wider 
environment (including the family) [39, 41]. The party disagreeing with the provisions 
of the will raises the fact that the testator was probably dependent on the heir, because 
being in a serious health condition, he made a will in his favor. The fact that the testator, 
who found himself in a difficult psychological and health situation, in which he could 
count on help, support, attention of a person close to him and then decided to pass on 
his life achievements to him should not be automatically treated as a loss of freedom 
of decision-making. The testator’s behavior becomes understandable when the case 
material shows that the people dissatisfied with the content of the will in fact avoided 
real care for him. They usually justify their attitude towards him with old animosities, 
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while it is known that even significant conflicts with people who are involved in the 
care of the testator become unimportant in the face of his illness. Information about 
family relations, apart from witness statements, is usually included in the testator’s 
medical documentation (annotations about people accompanying the patient during 
visits, visiting him during hospitalization, authorized to information about his health, 
living with him, and providing actual care).

It is important to pay attention to the place where the will was made. Court experts 
are particularly cautious about activities that were carried out in places intended for sick 
people (hospitals, including post-operative wards and intensive care units, hospices, 
nursing homes). Doubts may be raised by activities carried out in a place other than 
the testator’s place of residence or a notary’s office (situations common during onco-
logical treatment) [21]. In a new situation, in a new place, especially with a worsened 
somatic condition, the testator may react with confusion, disorientation, psychomotor 
agitation, anxiety, deterioration of various cognitive functions, and even psychotic 
symptoms. It is true that in oncological patients delirium syndromes occur first of all 
(the symptoms of which are easily noticeable to bystanders or medical personnel), 
however, this only concerns patients in the advanced phase of the disease, sporadically 
in its earlier stages and very rarely they are an adverse effect of chemotherapy [14].

A model combining legal and medical knowledge was developed, which is intended 
to facilitate the assessment of the state of consciousness of a living testator [7]. However, 
there are no obstacles to adopting it also for deceased testators whose mental state is 
reconstructed based on case files and medical documentation. The following cogni-
tive functions are assessed: (1) the testator’s understanding of the nature of the will: 
memory of concepts such as “death,” “property,” “inheritance,” and “ownership,” the 
ability to verbalize and understand them, as well as sufficient language skills; (2) the 
testator’s knowledge of the nature and size of the estate: memory of these aspects of 
the estate (assets, history of the estate, understanding the value of individual things); 
(3) the testator’s knowledge of close persons: memory of persons who may be poten-
tial heirs, relations with heirs; (4) the ability to present the method of disposing of the 
estate: the ability to justify individual dispositions of one’s own property, the ability to 
predict the consequences for inheritors, but also for those excluded from inheritance 
[45]. Similar criteria for assessing legal capacity come from the case of The Banks 
v. Goodfellow and come down to assessing: (1) understanding the nature of the act 
and its consequences; (2) knowledge of the nature and size of the property held; (3) 
knowledge of persons who have a legitimate claim to be beneficiaries; (4) understand-
ing the consequences of the division of the estate; (5) whether the testator is free from 
any illusions influencing the disposition of the property, and (6) the ability to clearly 
and coherently express wishes in an orderly disposition plan [46].

In terms of assessing the freedom of decision-making, psychological analysis of 
a specific legal act comes down to determining whether it was undertaken as a result 
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of emotional or material dependence or helplessness resulting from a poor somatic 
condition, financial difficulties or other [39], which should be taken into account dur-
ing the cancer process. This particularly applies to older people, who are more likely 
to suffer from cancer, but also more likely to make a will, who are considered more 
susceptible to suggestions and manipulation [9, 11].

It is undoubtedly necessary to conduct further forensic psychiatric and psycho-
logical analyses focused on assessing the mental capacity of individuals with cancer 
to make wills. A systematic review of the literature on this subject, supplemented by 
case studies, would allow for the development of more precise guidelines for court 
evaluations in such cases.

Conclusions

1.	 Statement that the testator suffered from cancer at the time of making the will is 
an insufficient argument to challenge the content of the will.

2.	 Forensic psychiatric and psychological analysis of the testamentary capacity of a 
testator suffering from cancer requires tracking changes in their mental state not 
only around the time of will-making, but also prior to the illness and after the will 
has been made.

3.	 Determining the stage of cancer at the time the will was drafted allows experts 
to focus on the mental disorders most commonly associated with that particular 
phase of illness and assess their potential impact on the testator’s behavior and 
decisions regarding their estate.

4.	 Experts must not overlook psychopathological states specific to the cancer process 
in the testator, such as reactive disorders of varying manifestations and origins, 
cognitive decline, CRCD (cancer-related cognitive dysfunction), fatigue, and 
cachexia-anorexia syndromes, or temporarily impaired consciousness.

5.	 From a forensic standpoint, it is essential to analyze the testator’s ability to adapt to 
cancer, which is influenced not only by factors directly related to the illness and its 
treatment, but also by the testator’s personality traits and secondary consequences 
of the disease (e.g., changes in social, financial, or professional status).

6.	 In assessing the testator’s mental capacity to perform legal acts, psychiatric and 
psychological experts should also consider dynamic shifts in the individual’s 
relationships with members of their close circle, including those named as heirs 
and those who were omitted from the will.
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