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Abstract
This randomized controlled trial investigated the effect of reporting physical symp-

toms by using a systematic symptom monitoring instrument, the Symptom Monitor, 

on symptom prevalence and severity among patients with cancer in the palliative 

phase. The overall objective was to achieve symptom relief through systematic and 

regular symptom reporting by patients themselves. One hundred forty-six patients 

with cancer in the palliative phase were randomized to either the intervention 

group (n=69 with Symptom Monitor) or the control group (n=77 without Symptom 

Monitor). Ten physical symptoms with regard to prevalence and severity were moni-

tored. After 2 months, the prevalence of symptoms was lower in the intervention 

group compared to the control group (prevalent differences 2.1 - -24.3%) for 9 out 

of 10 symptoms (except coughing). The intervention group scored a statistically 

significantly lower prevalence in constipation and vomiting (prevalence differ-

ences 24.3% and 18.0%, respectively). In four symptoms (fatigue, lack of appetite, 

shortness of breath, and nausea), the intervention group had a lower, although not 

statistically significant, severity score (median differences 0.5 - -1). In four symp-

toms (pain, coughing, sleeplessness, and diarrhea), the severity score was the same 

in both groups (medians 2 - -4). In two symptoms (constipation and vomiting), 

the severity score was lower in the control group (median differences -1 and -2). 

A comparison between the study groups on improved, deteriorated, or steady-state 

cases showed that the severity score had deteriorated less for 8 out of 10 symptoms 

in a larger proportion of patients in the intervention group. Although statistical 

significance was not reached, the prevalence as well as severity of symptoms in the 

palliative phase of cancer can be influenced by using the Symptom Monitor. 

Introduction
Patients with cancer in the palliative phase commonly experience various physical 

symp toms(1-4). The most important objective of palli ative care is the relief of symp-

toms, although it is not always possible to eliminate all symptoms completely. Two 

factors are known to hinder achieving this objective: underreporting of symptom 

prevalence and severity by patients(5) and underdiagnosing of symptoms by their 

health care providers. 

The routine reporting in daily clinical prac tice of symptom prevalence and severity 

by pa tients in the palliative phase of cancer often is a problem(6). We tried to solve 

this problem by equipping patients with an instrument to mon itor their symptom 

pattern, because informa tion on the subjective experience of pain and other symp-
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toms can best be self-assessed by pa tients(7). This instrument, the Symptom Monitor, 

which contains a weekly assessed questionnaire of the 10 most prevalent symptoms 

in the palli ative phase of cancer, has been developed and tested for reliability and 

feasibility(8). The Symp tom Monitor is designed to give patients the op portunity to 

regularly report on the prevalence and severity of their own symptoms. The use of this 

instrument for reporting symptoms aims to heighten the patient’s own awareness of 

his or her symptom pattern(9): when patients are more aware of their symptoms, they 

will be able to report better on the prevalence and se verity of these symptoms for their 

own benefit and prevent underreporting to their physicians.

Patients were encouraged to bring the instru ment with them every time they 

visited their health care providers. The Symptom Monitor could then also be used 

by patients as a mne monic device to provide information about the presence and 

severity of these symptoms. 

In this study, we evaluated the effectiveness of the Symptom Monitor in a pro-

spective, ran domized, controlled trial among patients with cancer in the palliative 

phase. 

Methods
Patients
Patients were recruited from two local hospi tals in the Amsterdam region (Flevo 

Hospital in Almere and Hospital Gooi Noord in Blari cum) in the period between 

January 2000 and June 2002. The general practitioners(GPs) practicing in the catch-

ment area of these hospitals were also asked to recruit pa tients for this study. We 

selected patients who met the following inclusion criteria: lung cancer (small-cell 

lung cancer) with extensive disease or non-small cell lung cancer stages IIIb and IV), 

advanced breast cancer, or gastrointestinal cancer (co lon, stomach, pancreatic, or 

esophagus carci noma) with progressive disease (metastases, local recurrence, etc.). 

All patients had to be in the palliative phase of their disease, which meant that they 

had to have noncurable cancer with a life expectancy of 1-12 months as judged by 

their physician. Patients who were undergo ing treatment with palliative intention, 

such as local radiotherapy or (palliative) chemothe rapy for life extension, did not 

have to be ex cluded from the study.

Criteria for exclusion were as follows: youn ger than 18 years, poor knowledge of 

Dutch, mentally incompetent to fill in the question naires (e.g. dementia), or too ill 

to be inter viewed (as judged by the physician) without having a closely related proxy. 
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Written consent was obtained from every pa tient after being fully informed about 

the study by the GP, oncology nurse or medical special ist, and a member of the 

research team. All pa tients who had given informed consent were randomized 

to either the intervention or the control group. To prevent the study from con-

tamination bias, randomization took place with the GP as a unit: if a GP was rand-

omized to one group, all patients who were subse quently included by this GP were 

allocated to the same group. 

Patients in both groups were followed up un til they dropped out of the study due 

to death, terminal illness, or refusal to further partici pate in the study. Date of death 

was monitored in the GP practice. Baseline characteristics (de mographics, medical 

history, etc.) were ob tained from either the medical hospital records or the medical 

data in the GP practices. 

This study was approved by the Medical Ethics Committee of the Academic 

Medical Center in Amsterdam. 

Intervention
The intervention in this study consisted of a weekly patient self-assessment of 

physical symptoms by using the Symptom Monitor(8). Only the patients in the inter-

vention group re ceived the Symptom Monitor. The Symptom Monitor consisted of 

a small booklet contain ing a questionnaire on 10 physical symptoms. We extracted 

these 10 symptoms from the liter ature as being the most prevalent symptoms in 

the palliative phase of cancer. These 10 symp toms were pain, nausea, vomiting, 

diarrhea, constipation, lack of appetite, coughing, short ness of breath, sleep-

lessness, and fatigue. We also gave patients the opportunity to report ad ditional, 

unmentioned symptoms; for these symptoms, the same way of questioning and 

answering was used. Symptom prevalence and severity were scored by using a 

Numeric Rating Scale (NRS) of 0-10, on which 0 represented ‘no suffering’ and 

10 ‘unbearable suffering.’ 

Every week patients in the intervention group registered the prevalence and 

severity of their symptoms in the preceding week at home using the Symptom 

Monitor. 

All patients in the intervention and control groups completed an extensive 

questionnaire at the start of the study and every 2 months thereafter. The period of 

2 months was chosen to minimize both the number of dropouts in the intervening 

time and the burden on al-ready very ill patients. The extensive question naire con-

tained questions on symptom prevalence and severity in the same way as used in the 
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Symptom Monitor (NRS of 0-10), thus enabling a comparison between the con trol 

and intervention group.

Shortly after randomization, a member of the research team visited the patient at 

home. Dur ing this home visit, the patient completed the first questionnaire(s): 

patients in the interven tion group completed the Symptom Monitor as well as the 

extensive questionnaire; patients in the control group completed only the exten sive 

questionnaire. 

Follow-up of patient assessments was per formed by postal questionnaires. At the 

pa tient’s request, it was also possible to perform home visits during follow-up.

Sample size
A prerandomization sample size calculation and an additional interim analysis, 

based on reduction of prevalence and severity after in tervention (with α = 0.05 and 

β = 80%), re vealed that inclusion of 150 patients would be enough to detect a clini-

cally relevant differ ence between the two groups.

Analysis
The analysis was based on an intention-to-treat basis and involved all patients who 

were randomized at inclusion (before baseline assessment) and who filled in the 

baseline ex tensive (two-monthly) questionnaire. 

Before testing the effect of the intervention, we evalu ated the data at time of 

inclusion, the baseline assessment (T0), to detect any initial differen ces between the 

two randomized groups. 

After 2 months of intervention (using the Symptom Monitor), we studied its 

effect on two endpoints: the prevalence of the 10 symp toms (how many patients 

reported a symptom to be present, NRS score more than 0) and the severity of 

the present symptoms (how high was the patient’s score on the NRS scale per 

symptom). To analyze the effect of the interven tion longitudinally and on a more 

individual level, we subdivided the intervention and con trol group into three 

categories. In this analysis, we calculated the difference in severity scores of every 

individual patient between T0 and T1. For further analysis, we divided these dif-

ferences into three groups: (1) the ‘im proved’ cases, patients who scored a lower 

severity (a decrease of 2 points or more on the NRS scale) at T1 compared to T0; (2) 

the ‘steady-state’ cases, patients who scored the same severity score at T1 and T0 

or who scored only 1 point higher or lower com pared to the score at T0; and (3) the 
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‘deteri orated’ cases, patients who scored a higher severity (an increase in NRS score 

of 2 points or more) on the second measurement. 

Given the prognosis of the participants, we expected that 80% of them would die 

within the study period. Patients who were still alive at the end of the follow-up 

period were ana lyzed separately at T1 to determine whether their symptom preva-

lence and severity were different from those of patients in the entire study group. To 

see whether our final results were biased by selective dropout, we also performed a 

sensi tivity analysis. We substituted the missing val ues for dropout cases with very 

low severity scores (pretending the dropouts had a low  symptom burden) and next 

with very high se verity scores (pretending the dropouts had a high symptom burden) 

and compared these ‘pretend’ results with the results as measured in the study. 

Data were analyzed using SPSS version 11.0.5. Descriptive statistics were used to 

assess the patients’ social, demographic and medical characteristics. Comparisons 

between the two study groups were analyzed using the Chi-square test (prevalence 

and improved, steady-state, and deteriorated cases) and the nonparametric Mann-

Whitney test (testing sta tistically significant differences in severity scores). A p-value 

of <0.05 was considered to be statistically significant.

Results
General characteristics
Of the 178 patients who were asked to partic ipate in the study, 159 (89%) agreed and 

were randomized to either the intervention (n=76) or control group (n=83) (Fig. 1). 

After randomization and before the baseline as sessment (T0), 13 patients dropped 

out, so that 146 patients completed the baseline as sessment. Between the first 

assessment and the second assessment after 2 months (T1), 47 patients dropped out 

of the study (27 from the intervention and 20 from the control group). The number 

of GPs was 89 in total: 54 GPs included 1 patient in the study, 21 GPs in cluded 

2 patients, 9 GPs included 3 patients, and 5 GPs included 4 or more patients in the 

study. 

A total of 109 patients (75%) died during follow-up: 49 patients in the interven-

tion group (71%) and 60 in the control group (78%). The median follow-up of all 

patients was 136 days (4.5 months). In the intervention group the follow-up time 

was shorter com pared to the control group (110 days [3.7 months] and 149 days 

[5 months], re spectively). The mean number of days between dropping out of the 

study and time of death was longer in the intervention group (75 days) than in 
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the control group (20 days). No statistically significant differences were de tected 

between both groups in the above-men tioned characteristics. 

Figure 1: Flow chart of the recruitment and drop outs of patients during the study period

178 selected eligible patients

drop out before randomisation:
- 2 too occupied with disease/treatment
- 4 in terminal stage
- 13 refusal

159 randomised patients

drop out after randomisation:
- 1 died
- 3 in terminal phase
- 2 refusal

drop out before T1:
- 14 died
- 3 in terminal phase
- 3 refusal

control group: n=83

T0 n=77

T1 n=57

drop out after randomisation:
- 2 died
- 4 in terminal phase
- 1 refusal

drop out before T1:
- 11 died
- 8 in terminal phase
- 8 refusal

T0 n=69

T1 n=42

intervention group: n=76
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The demographic characteristics at baseline of the participating patients are listed 

in Table 1. These characteristics were distributed equally in terms of age and gender 

between the two groups. In the control group, a higher proportion of patients lived 

alone (23, [30%]) compared to patients in the intervention group (15 [22%]), but 

this was not a statistically significant difference (p=0.26). There were no differences 

in the distribution of cancer types between the intervention and control group. A 

somewhat higher proportion of pa tients in the control group died during fol low-up 

compared to the intervention group (77.9% and 71.0%, respectively).

Table 1: General characteristics in numbers (percentage)

Demographics intervention group control group total

n=69 (47.3) n=77 (52.7) 146

Age (mean in years) 64.1 64.6  64.4

Gender

 men 32 (46.4) 32 (41.6)  64 (43.8)

 women 37 (53.6) 45 (58.4)  82 (56.2)

Living situation

 alone 15 (21.7) 23 (29.8)  38 (26.0)

 together 54 (78.3) 54 (70.1) 108 (74.0)

Type of cancer

 breast 15 (21.7) 18 (23.4)  33 (22.6)

 lung 26 (37.7) 28 (36.4)  54 (37.0)

 gastro-intestinal 26 (37.7) 28 (36.4)  54 (37.0)

 other  2  (2.9)  3  (3.9)   5  (3.4)

Patients died during follow up (till 31 Dec 2002) 49 (71.0) 60 (77.9) 109 (74.7)

Median duration follow up (months) 3.7  5  4.5

No statistically signifi cant differences between the two groups detected.
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At baseline, the prevalence of symptoms was comparable between the two groups 

(Table 2). Fatigue was the most common symptom expe rienced in both the interven-

tion and control group (84% and 82%, respectively). There was also no significant 

difference in the sever ity of present symptoms (Table 3) between the two groups 

(p=0.09 and 1).

Table 2: Prevalence at baseline (T0)

intervention group (IG) control group (CG) comparison CG-IG

 n  %  n  % % Δ

fatigue 58 84.1 63 81.8 -2.3

pain 41 59.4 48 62.3 +2.9

lack of appetite 35 50.7 36 46.8 -3.9

shortness of breath 33 47.8 36 46.8 -1

coughing 26 37.7 29 37.7  0

sleeplessness 22 31.9 31 40.3 +8.4

nausea 20 29.0 22 28.6 -0.4

constipation 17 24.6 23 29.9 +5.3

diarrhoea 17 24.6 19 24.7 +0.1

vomiting  7 10.1  6 7.8 -2.3

* Chi-square test, p-value <0.05: no statistically signifi cant differences were detected.

Table 3: Severity scores at baseline (T0)

intervention group (IG) control group (CG) comparison CG-IG

mean SD Md mean SD Md Md Δ

fatigue 5.2 2.6  5 5.4 2.4  5  0

pain 4.4 2.3  4 4.6 2.7  5 +1

lack of appetite 5.6 2.4  5 4.9 2.5  5  0

shortness of breath 4.2 2.1  4 3.9 2.1  4  0

coughing 3.4 2.2  2.5 4.3 2.3  4 +1.5

sleeplessness 4.3 2.1  5 5.0 2.2  5  0

nausea 3.8 2.5  3 3.9 2.3  3  0

constipation 4.1 2.5  3 5.2 2.3  5 +2

diarrhoea 4.5 3.0  3 4.7 2.3  5 +2

vomiting 4.7 2.7  5 4.7 2.7  5  0

* Mann Whitney U-test, p-value <0.05: no statistically signifi cant differences were detected.
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Comparison of intervention group and control group at T1
Prevalences 

After 2 months of intervention (T1), a higher proportion of patients in the control 

group reported prevalent symptoms compared to patients in the intervention group 

(range prevalence differences 2.1 [ 24.3%]) (Table 4). Only for coughing did pa tients 

in the intervention group score a higher prevalence at T1 compared to the control 

group (50% and 35%, respectively).

On constipation, vomiting, and sleepless ness relatively large differences in 

prevalence between the two groups were detected in favor of the intervention group 

(24%, 18%, and 18%, respectively). In contrast, shortness of breath (difference 

2.6%) and fatigue (differ ence 2.1%) were reported almost equally by patients in 

the two groups. Only the differen ces in the prevalence of constipation and vom-

iting were statistically significant between the two groups (p=0.008 and 0.01, 

respectively).

Table 4: Comparison of prevalence after 2 months intervention (T1)

intervention group (IG) control group (CG) comparison CG-IG

 n  %   n  % % Δ

fatigue 33 78.6  46 80.7  +2.1

pain 22 52.4  38 66.7 +14.3

lack of appetite 18 42.9  32 56.1 +13.2

shortness of breath 21 50.0  30 52.6  +2.6

coughing 21 50.0  20 35.1 -14.9

sleeplessness 16 38.1  32 56.1 +18.0

nausea 13 31.0  20 35.1  +4.1

constipation  6 14.3  22 38.6 +24.3*

diarrhoea  6 14.3  13 22.8  +8.5

vomiting  2  4.8  13 22.8 +18.0*

* Chi-square test, p-value <0.05.

Severity scores

After 2 months (on T1), pa tients in the intervention group had the same severity 

score (NRS) as those in the con trol group, or were sometimes better off in terms 

of symptom severity (Table 5). Compar ing the median scores of the two groups 

on T1 on fatigue, lack of appetite, shortness breath, and nausea, the patients in 

the inter vention group scored a lower severity score than patients in the control 
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group (median differences 0.5 to -1, respectively). Similar medi an scores of both 

groups were seen in pain, coughing, sleeplessness, and diarrhoea (me dians 3 and 4 

compared to medians 2 and 4, respectively). The severity scores in the control group 

were lower with regard to constipation and vomiting than those in the interven-

tion group (medians 3 and 2 compared to medians 4, respectively). Statistically 

significant differ ences in severity were detected on constipation and vomiting 

(p<0.05). 

Table 5: Severity scores after 2 months intervention (T1)

intervention group (IG) control group (CG) comparison CG-IG

mean SD Md mean SD Md Md Δ

fatigue 4.2 2.4  4 5.1 2.5  5 +1

pain 4.6 2.4  4 4.5 2.5  4  0

lack of appetite 4.4 2.8  4 4.5 2.4  4.5 +0.5

shortness of breath 3.5 1.9  3 3.4 2.0  3.5 +0.5

coughing 2.8 1.8  3 3.6 2.4  3  0

sleeplessness 3.1 1.9  3 3.8 2.5  3  0

nausea 2.6 1.9  2 3.6 2.5  3 +1

constipation 3.7 2.0  4 3.2 2.2  3 -1*

diarrhoea 3.2 2.7  2 3.2 3.0  2  0

vomiting 4.0 4.2  4 2.9 2.5  2 -2*

* Mann Whitney U-test, p-value <0.05. 

Deteriorated, improved, and steady-state cases
In an additional analysis, we evaluated the more individualized scores. We divided 

both the in tervention and control group patients into three categories (Fig. 2): ‘dete-

riorated’, ‘steady-state’, or ‘improved’ cases after 2 months of intervention. There 

were fewer ‘deteriorated’ cases in the intervention group compared to the control 

group: for 8 out of the 10 symptoms (except pain and coughing), more patients in 

the control group reported a higher severity score at T1 (range proportion differ-

ences: 3.9 to 12.5). This was particularly the case for nausea, vomiting, and lack of 

appetite (proportion differences 12.5%, 12%, and 12%, respectively). Smaller differ-

ences were seen in shortness of breath, constipation, and sleep lessness (9%, 6.3%, 

and 5.3%, respectively). 

In the ‘steady-state’ and ‘improved’ cases, minimal differences were detected 

between the intervention and control group. For nau sea and vomiting, a higher 
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proportion of pa tients in the intervention group remained steady in their severity 

score as compared to those in the control group (76.2%, 95.2% vs. 60.7%, 78.2%, 

respectively). For lack of appe tite, more patients in the intervention group improved 

compared to the control group (38.1% and 18.2%, respectively). Also, a larger pro-

portion of patients in the intervention group improved on fatigue compared to those 

in the control group (43.1% and 20.4%, respectively). 

Sensitivity analysis (data not shown) 
The sensitivity analysis showed that no or mi nor relevant differences in severity 

scores were detected in the intervention group when we compared the results as 

measured in our study with the results we obtained by filling in either very low or 

very high ‘pretend’ scores for the dropouts. The same holds true for the control 

group: no relevant differences between the re sults as measured in the study and in 

the sensi tivity analysis were detected. The sensitivity analysis had a minor impact on 

the group me dians and did not extensively alter the results concerning the com-

parisons between the two groups. Thus, the sensitivity analysis demon strated that 

the missing values imputed with high or low scores did not importantly change the 

patterns described previously. 

The intention of the research team was to encourage patients in the interven-

tion group to bring the Symptom Monitor with them whenever they had contact 

with their physi cians. Unfortunately, patients did not use the instrument as such: 

in only 18% (232 of the 1291) of the cases, in which the instrument could be used as 

a mnemonic guide in com munication, patients brought the instrument with them 

and discussed it with the health care provider. In most of these cases, the Symp tom 

Monitor was used in the communication with either a medical specialist or the 

GP (98 and 96 times, respectively). 

Discussion
In this randomized controlled trial, we pro vided patients in the intervention 

group with a systematic symptom monitoring instrument, the Symptom Monitor. 

We found that syste matic reporting of symptoms by patients with the use of the 

Symptom Monitor achieved a better control of the prevalence and severity of 

physical symptoms in the palliative phase of cancer. Although not every difference in 

symp tom prevalence and severity turned out to be statistically significant, we found 

that symptom prevalence could be influenced. At follow-up, the prevalence was 

lower in the intervention group compared to the control group for 9 out of 10 symp-
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toms. Also, the severity of symp toms could be improved, especially when the focus 

was on influencing the deterioration of the disease process. For 8 out of 10 symp-

toms, the intervention group had deteriorated less compared to the control group. 

In this phase of cancer disease, we know that patients generally become increasingly 

more ill over time. As a result of this process, symptom prev alence and severity 

will also increase. Systemat ic symptom monitoring can influence this process, by 

improving the registration and re porting of symptoms.

In the literature, the use of diaries and fre quent assessments has proven to heighten 

the patients’ awareness of pain and their focus on symptom experience(9,10). These 

experien ces can support patients in their symptom management and can result in 

modifying med ication regimens by structuring or organizing the approach towards 

this. Our study appears to have shown that this effect is reached with the use of the 

Symptom Monitor. 

Due to the proportion of dropouts, this study was slightly underpowered, which 

might have influenced the possibility to prove the effect of the intervention. For 

practical reasons and the limited duration of the project, the recruit ment of patients 

had to be stopped after 2.5 years when 146 patients had been included. De spite this 

restriction, we almost recruited the re quired number of patients initially needed to 

prove differences between the intervention and control group, as calculated in the 

sample size estimation and the interim analysis. In ret rospect, it would have been 

preferable to re cruit more patients to generate more power in the study; our results 

might in that case have been even more promising. It is known from the literature 

that the inclusion of pa tients for research in the palliative phase of a disease is very 

difficult and is often met with ethical and logistical dilemmas(11,12). Consider ing this, 

the recruitment in our study was rela tively good.

Measuring the effect of the intervention after 2 months (at T1) had a disadvan-

tage be cause a large proportion of the included patients dropped out of the study 

(n=47) due to deterioration of the disease. Patients be came too ill to participate, 

received such inten sive treatment that study participation was no longer possible, or 

died within the 2 months between baseline and the second assessment. The effect 

of the intervention could not be measured in patients who dropped out of the study. 

We performed a sensitivity analysis to de tect differences between participants and 

dropouts. No relevant differences were de tected between the results as measured 

in the study and the results of the sensitivity analysis, the ‘pretend’ scores. We can, 
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therefore, con clude that patients dropping out of the study did not bias the results 

described before. 

A high prevalence of fatigue, pain, and lack of appetite among patients with 

cancer has been reported in other studies(13,14), especially as patients deteriorated 

over time. These re sults are in accordance with our results and in dicate that the 

symptoms mentioned in the Symptom Monitor correspond with the symp toms as 

experienced in the last phase of cancer.

Not all symptoms mentioned in the Symp tom Monitor can be easily treated. A 

highly prevalent and also disturbing symptom such as fatigue is hard to eliminate 

by starting or changing medication. Nevertheless, it is impor tant for a physician to 

know which symptoms are disturbing a patient, because in the pallia tive phase of a 

disease the focus is on improv ing quality of life and no longer on cure. Even though 

it can be difficult for a physician to treat some of these symptoms effectively, not 

knowing about them would mean that this ob jective of palliative care is missed. 

To complete the study with results that can be generalized for the benefit of a wider 

popula tion, the recruitment of patients was restricted to the most prevalent cancer 

types. Although we did not study the use of the Symptom Monitor in other types of 

cancer, there is no reason to believe that the effect will be differ ent in other types of 

cancer because a similar symptom burden will be present in these patients.

For ethical reasons, we excluded patients who were too ill to participate at the 

time of in clusion. Participating in research should not hinder the treatment of 

patients and should not interfere with everyday care. If present, a closely related 

person could replace the pa tient as proxy in the study. During follow-up, the assess-

ments were completed by proxy in <10% of all cases.

The effect of the use of the Symptom Moni tor can be further optimized if the 

instrument is not only used for patients’ self-reporting but also as an instrument 

to support communica tion between patient and physician. This effect has not been 

shown in this study, because pa tients were not very active in using the Symp tom 

Monitor as a mnemonic guide in their communications with health care providers. 

Further research will have to be done to test whether the Symptom Monitor can 

support the communication on symptom prevalence and severity in the contacts 

patients have with their health care providers. Maybe it is not suf ficient to merely 

encourage patients to bring the instrument with them whenever they visit their 

physician; physicians also need to be aware that their patients possess the Symptom 

Monitor, so that it can be used by both parties. In that way, the effect of the Symptom 

Monitor may benefit the patient even more than the ef fect shown in our study.
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Chapter 4 – Using the Symptom Monitor in a randomized controlled trial: 
the effect on symptom prevalence and severity

The results of this study indicate that using the Symptom Monitor influences the 

preva lence and severity of symptoms even in the last phase of cancer disease. 

Reporting symp toms on a regular basis by patients was valuable because of the 

patients’ apparent awareness of their own symptoms. In conclusion, there are 

strong arguments for the continued use of the Symptom Monitor in the clinical 

practice and for research purposes in the future.
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