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AA comprehensive assessment of satisfaction with care for cancer patients (CASC) 

II  Introductio n 

Thee assessment of patient satisfaction has become an important concern in the evaluation of health 
services.. The extend to which different healthcare services satisfy their patients is a major determinant 
off  the viability of these services [10]. Moreover, satisfaction with care is also a contributory factor in 
healthcaree outcome, as satisfied patients are more likely to cooperate in their treatment [7]. 

Thee issue of patient assessment of care quality is particularly salient in the field of cancer [21]. 
Cancerr patients are often confronted with continued dependence on healthcare providers for lenghty 
treatments,, medical follow-up or rehabilitation. They commonly experience unpleasant and debilitating 
sidee effects of treatment, which may undermine continued compliance. They often have to face 
considerablee emotional strain. This requires particular attention and interpersonal competence from 
healthcaree providers, specifically for dealing with patients' concerns about the nature, course, and 
prognosiss of the disease. In this context, insufficient quality of healthcare interventions or services can 
contributee to further deterioration of the patients' quality of life. 

However,, in oncology, patients' perception of care quality has scarcely been assessed in a 
standardizedd way. At present, most information on cancer patient satisfaction relies on study-specific 
tools.. This prevents appropriate comparisons and synthesis in collaborative research. This information 
iss generally global, which does not allow for identifying priorities for healthcare improvement. 
Moreover,, littl e is known about patients' opinions of the psychosocial care they receive in the oncology 
hospital.. Finally, patient satisfaction instruments generally result in highly skewed score distributions 
owingg to overreporting of elevated satisfaction levels. Alternative methods for eliciting valid reports of 
satisfactionn with care should thus be tested. 

Thee present paper describes the initial development of the Comprehensive Assessment of Satisfaction 
withh Care (CASC) questionnaire for use with cancer patients. This questionnaire is designed to assess 
cancerr patients' perception of the quality of medical and nursing care. It also evaluates their opinion on 
thee quality of selected aspects of the hospital structure and organization. 

I II  Methods 

Thee development process of the CASC questionnaire involved (1) extensive literature review and 
interviewss with cancer patients and specialists, (2) integration of relevant issues into a provisional 
questionnaire,, (3) preliminary testing of the provisional version and (4) field-testing. The first phase was 
aimedd at selecting relevant issues; the second, at formulating items and instructions; and the third, at 
assessingg the questionnaire precision and clarity; in the fourth, its reliability and validity are to be 
assessedd in a large sample. The first three phases were broadly aimed at elaborating a questionnaire 
demonstratingg content validity. Phase IV is currently drawing to a close wil l be reported in a future 
paper. . 

33 3 



ChapterChapter 2 

II II  Results 

3.11 Generation of relevant issues 

Thee compilation of relevant issues was undertaken through a review of the literature and of existing 
questionnaires.. A literature search was carried out in Medline (1970 - March 1994), with the MeSH 
headingss "consumer satisfaction" and "patient satisfaction" combined with "assessment". 

Twentyy patient satisfaction questionnaires were reviewed [1,2,4-6,8,9,11-13,16,20-24,28-31]. Most 
off  them were either too general (elaborated for general population studies) or too specific (assessing a 
particularr encounter with provider) for the purpose of this assessment. However, some of their items 
weree found appropriate for inclusion in the present questionnaire. 

Inn the studies on cancer patients' satisfaction with care, different features of care emerged as 
particularlyy relevant. These were aspects considered important by cancer patients or indicating their 
dissatisfactionn beyond doubt. 

Wiggerss et al. found that, in ambulatory cancer patients, the aspects of care perceived as most 
importantt were technical competence (correctness of treatment, specialist competence), interpersonal 
skillss (understanding the patient's feelings), communication skills (providing information about cancer), 
andd accessibility (proximity of services to home) [28]. 

Otherr studies revealed different sources of dissatisfaction [3,14,17-19]. Some of them are related to 
organizationn of care : continuity between the hospital setting and home care (exchange of information 
betweenn specialists and general practitioner or home-care nurses); continuity in medical responsibility 
(identificationn of who is responsible for treatment and follow-up); length of waiting-time for medical 
testss results and for medical appointments. Others relate to dissatisfaction with healthcare providers' 
interactionss : information on diagnosis, treatment alternatives, treatment benefits and side-effects; 
referrall  to specific psychosocial services in case of need. 

Inn order to highlight specific needs for care improvement, it was our intention that the instrument 
shouldd be comprehensive and thus cover most dimensions of satisfaction with care. According to Ware 
ett al., a comprehensive taxonomy of satisfaction with care is composed of the following dimensions : 
interpersonall  manner, technical quality, accessibility/convenience, finances, efficacy/outcomes, 
continuity,, physical environment and availability [27]. 

Tablee 1 provides a definition for the different dimensions of care selected for the CASC 
questionnaire.. Satisfaction with treatment efficacy and with cost of care will be considered in a further 
stage. . 

Thee provisional list of 39 issues resulting from the literature review described above was then 
evaluatedd in a structured interview by 13 specialists working at the Rehabilitation and Psycho-Oncology 
Unitt of the Jules Bordet Institute in Brussels (Belgium) and by 16 cancer patients attending the same 
Unit.. They were asked to state whether they found issues irrelevant, redundant, or overlapping or 
consideredd any were missing. Relevant, non overlapping issues proposed by specialists or patients were 
addedd to the list. Issues of low relevance and any that were threatening, overlapping or redundant were 
eliminated. . 

34 4 



AA comprehensive assessment of satisfaction with care for cancer patients (CASC) 

Itt was decided to assess doctors and nurses overall, because cancer patients are generally in contact 
withh a number of them. Other hospital professionals were not considered because they are not uniformly 
presentt across institutions, so that their inclusion would have limited application of the new 

questionnairee in collaborative research. However, the need for psychological help was investigated, as 
weree the kindness and helpfulness of the reception, laboratory and technical personnel. 

Tablee 1. Definition of satisfaction with care dimensions 

Technicall  quality 

Interpersonall  manner 

Interpersonall  manner 

Communicationn skills 

Coordination n 

Waitingg time 

Continuit y y 

Availabilit y y 

Access s 

Physicall  environment 

Competencee of providers and adherence to high standards of diagnosis 
andd treatment (thoroughness, accuracy, unnecessary risks, making 
mistakes,...) ) 

Competencee of providers and adherence to high standards of diagnosis 
andd treatment (thoroughness, accuracy, unnecessary risks, making 
mistakes,...) ) 

Featuress of the way in which providers interact personally with patients 
(concern,, friendliness, courtesy, respect, rudeness, sensitivity, tact, 
honesty,, confidence, presence, welcoming,...) 

Aptitudess in eliciting information not only on physical but also on 
psychosociall  aspects, in providing information on subjects of patients' 
concerns s 

Managingg of the care provided by a multi-disciplinary team and to the 
operationall  exchange of oral or written information between them 

Organizationall  feature of care, such as waiting for medical tests results, 
waitingg time before a consultation. 

Samenesss of providers 

Adequatee number of providers in an area and resulting levels of 
conveniencee in setting appointments, time spent with providers... 

Easee of access to the hospital, medical department or office 

Physicall  features of the care setting and other "hotel-like" aspects of care 
orr amenities. 

3.22 Construction of the CASC 

Thiss phase consisted in the formulation of items, response choices and instructions. First of all, it was 
importantt to determine how to tackle the commonly reported "ceiling effect" in patient satisfaction 
assessment,, that is the overall positive response. 
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Manyy factors have been cited as contributing to this problem : social desirability, hesitancy about 
expressingg negative opinions, location of testing, and item wording are possible ones. The following 
initiativess have been taken in order to deal with this bias. 

First,, a measure composed of a range of items purported to tap varying aspects of care rather than a 
uniquee item (global measure) was chosen, because this has been reported in the literature to result in 
lesss biased score distribution [15]. 

Second,, any items with threatening connotation have been avoided (e.g., instead of assessing the 
"accuracyy of diagnosis", patients were asked to assess "doctors' understanding of their physical 
problem"). . 

Third,, doctors and nurses are assessed overall rather than individually. This is expected to result in 
lowerr satisfaction scores [16]. 

Fourth,, a scale going from "Poor" to "Excellent" for rating an aspect of care (e.g., "How would you 
ratee the information provided on your illness?") has been selected, because this has demonstrated 
methodologicall  advantages : greater response variability and better prediction of whether patients intend 
too return to the same doctor in the future, recommend the doctor to a friend, or comply with the medical 
regimenn [26]. 

AA Likert-type scale was chosen as ensuring minimal interpretation on the part of respondent, in 
contrastt to a visual analog scale. Five response choices were opted for because this yields more 
informationn and a more reliable response than two or three categories. More categories did not seem to 
warrantt the resulting increase in questionnaire length and complexity [27]. 

Fifth,, an additional rating scale has been included as a validity check : each aspect of care is also 
evaluatedd by a dichotomous (yes/no) question on the patient's wish for its improvement. 

Thee instructions invite patients to assess their experience of the care received during last hospital 
stayy or on current visits to the day hospital for ambulatory treatment. To make it easier for them to 
expresss negative opinions, patients are requested to complete the questionnaire at home. The 
confidentialityy of their answers is stressed. 

Concerningg the overall questionnaire structure, items have been collected in different sections. 
Withinn the different sections, they are ordered by aspects of care (technical, communication, 
interpersonal,...)) or by topics. They follow the chronological course of treatment or medical actions 
(evaluation,, physical tests, diagnosis, treatment, follow-up). Assessment of doctors and nurses has been 
homogenizedd to permit eventual comparisons between them. Thus, when relevant, the same items are 
reproducedd for doctors and nurses. 

3.33 Preliminary testing 

Consecutivee versions of the questionnaire were pilot-tested between March 1994 and March 1995 with 
cancerr patients attending the Rehabilitation and Psycho-Oncology Unit of Jules Bordet Institute. 
Tentativee versions of the questionnaire were administered to a total of 30 cancer patients, who were then 
interviewedd on the breadth of coverage and relevance of items, and on the comprehensibility of items. 

Finally,, a provisional version of the questionnaire was tentatively tested in September 1995 on 40 
patientss approached in the different departments of that Institute : 10 were hospitalized in the internal 
medicinee department and 10 in the surgical department. Of the 20 remaining patients and 10 were 
undergoingg radiotherapy and 10, chemotherapy. Our sample was mainly composed of women (70%), a 
majorityy of whom were receiving treatment for breast cancer (47,5%) and the mean age of all patients 
wass 58 years. 
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Halff  the patients (21/40) needed more than 20 min to answer the questionnaire. Indeed, some patients 
commentedd on its length and the complexity of some items. The score distribution for each item is 
displayedd in Table 2. 

Tablee 2. Pre-testing results 

ITEMSITEMS regarding 

PhysiciansPhysicians care 

TechnicalTechnical skills 

Physicall  examination 
Medicall  history taking 

Medicall  experience 
Accuracyy of diagnosis 

Treatmentt  and medical follow-up 
CommunicationCommunication skills 

Elicitin gg information 

Listening g 
Informatio nn giving-quantity-
symptoms/illness s 
Informatio nn giving-clarity-
symptoms/illness s 
Informatio nn giving-quantity-medical 
tests s 
Informatio nn giving-clarity-medical 
tests s 

Informatio nn giving-quantity-
treatment/sidee effects 
Informatio nn giving-clariry -
trcatmcnt/sidee effects 
Informatio nn giving-resources for  help 
++ * 

InterpersonalInterpersonal skills 

Concernn for  the whole person 
Concernn for  all difficultie s * 
Reassurancee and support given to 
patient t 
Reassurancee and support given to 
relatives relatives 
Humann qualities 
AA vatlability 

Caree to patient's agenda for 
consultation/treatmentt  appointments 

Planningg (A)! 
Samenesss of providerss * 
Frequencyy of visits/consultations 
TimeTime spent with doctor * 

WaitingWaiting time 

Punctualityy at medical consultation 
(A)! ! 

Easinesss to obtain an interview with 
doctorr  * 

no no 

responses responses 

00 (0.0) 

11 (2.5) 
44 (10.0) 
11 (2.5) 

00 (0.0) 

11 (2.5) 

11 (2.5) 
00 (0.0) 

00 (0.0) 

33 (7.5) 

00 (0.0) 

22 (5.0) 

22 (5.0) 

33 (7.5) 

00 (0.0) 

22 (5.0) 
11 (2.5) 

122 (30.0) 

rr  (2.5) 

00 (0.0) 

55 (12.5) 
11 (2.5) 
11 (2.5) 

00 (0.0) 

22 (5.0) 

j j 

0 0 

0 0 
0 0 

0 0 
0 0 

0 0 
0 0 
0 0 

0 0 

1 1 

2 2 

1 1 

1 1 

4 4 

0 0 
0 0 
0 0 

0 0 

0 0 

0 0 

1 1 

0 0 
2 2 

1 1 

2 2 

poor poor 

(0.0) ) 

(0.0) ) 
(0.0) ) 
(0.0) ) 
(0.0) ) 

(0.0) ) 
(0.0) ) 
(0.0) ) 

(0.0) ) 

(1.5) ) 

(5.0) ) 

(2.5) ) 

(25) ) 

(10.0) ) 

(0.0) ) 
(0.0) ) 
(0.0) ) 

(0-0) ) 

(0.0) ) 

(0.0) ) 

(2.5) ) 
(0.0) ) 

(5.0) ) 

(5.0) ) 

(5.0) ) 

average average 

11 (2.5) 
11 (2.5) 
00 (0.0) 
00 (0.0) 
00 (0.0) 

33 (7.5) 
33 (7.5) 

33 (7.5) 

33 (7.5) 

22 (5.0) 

II  (25) 

22 (5.0) 

33 (7.5) 

44 (10.0) 

00 (0.0) 

88 (20.0) 
22 (5.0) 

44 (10.0) 

00 (0.0) 

33 (15.0) 

99 (22.5) 

33 (7.5) 
44 (10.0) 

44 (20.0) 

55 (12.5) 

SCALE E 

good good 

66 (15.0) 
33 (7.5) 
44 (0.0) 
33 (7.5) 

22 (5.0) 

55 (12.5) 

33 (7.5) 
55 (12.5) 

66 (15.0) 

99 (22.5) 

88 (20.0) 

77 (17.5) 

55 (12.5) 

55 (12.5) 

111 (27.5) 
100 (25.0) 
66 (15.0) 

88 (20.0) 

33 (7.5) 

33 (15.0) 

44 (10.0) 
66 (15.0) 
77 (17.5) 

33 (15.0) 

33 (7.5) 

RESPONSES S 

veryvery good 

99 (22.5) 
122 (30.0) 
99 (22.5) 
88 (20.0) 
77 (17.5) 

133 (32.5) 

111 (27.5) 
111 (27.5) 

88 (20.0) 

99 (22.5) 

88 (20.0) 

111 (27.5) 

133 (32.5) 

77 (17.5) 

111 (27.5) 
44 (10.0) 
100 (25.0) 

55 (12.5) 

100 (25.0) 

33 (15.0) 

55 (12.5) 

99 (22.5) 

55 (12.5) 

33 (15.0) 

88 (20.0) 

excellent excellent 

244 (60.0) 
233 (57.5) 
233 (57.5) 
288 (70.0) 

311 (77.5) 

188 (45.0) 

222 (55.0) 
211 (52,5) 

233 (57.5) 

166 (40.0) 

211 (52.5) 

177 (42.5) 

166 (40.0) 

177 (42.5) 

188 (4.5) 
166 (40.0) 
211 (52.5) 

111 (27.5) 

266 (65.0) 

111 (55.0) 

166 (40.0) 

211 (52.5) 
211 (52.5) 

99 (45.0) 

200 (50.0) 
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ITEMSITEMS regarding 

PhysiciansPhysicians care 

Coordination Coordination 

Coordinationn between doctors 

Exchangee of information between 
doctors s 

Exchangee of information between 
doctorss and nurses 

Exchangee of information with general 
practitioner r 

ITEMSITEMS regarding 

NursesNurses care 

Nursingg care skills 
Nursingg care experience 
Caree to comfort 

Oüriöngg information * 
UJkmSeislandingg of patient situation * 

Bnribcmationn giving-quantity-
care/treatmentt

Informatio nn giving-clarity-
caa re/treatment 
Informatio nn giving-resources for  help 
++ * 

Listeningg * 

Reassurancee and support given to 
patient t 

Reassurancee and support given to 
relativess * 

Humann qualities 
Speedd in answering to call for  help * 

ITEMSITEMS regarding 

otherother services 

Humann qualities 
Informatio nn giving-practical 
informationn * 
Informatio nn giving-financial 
informationn + * 

Visitingg hours schedule (H)! + * 
Waitingg time to obtain a medical 
consultation n 

Waitingg time to obtain medical tests 
results s 

Qualityy of food (H)! 
Easinesss to be hospitalized (A)! 
Easinesss of parking,... + * 

Easinesss to find one's way + * 

Comfort,, cleanness, space, calm 

no no 

responses responses 

77 (17.5) 
88 (20.0) 

22 (5.0) 

66 (15.0) 

no no 

responses responses 

00 (0.0) 

11 (2.5) 
00 (0.0) 

00 (0.0) 
00 (0.0) 

00 (0.0) 

00 (0.0) 

33 (7.5) 

00 (0.0) 
22 (5.0) 

122 (30.0) 

00 (0.0) 
22 (5.0) 

no no 

responses responses 

11 (2.5) 
11 (2.5) 

11 (2.5) 

00 (0.0) 

22 (5.0) 

22 (5.0) 

11 (5.0) 
66 (30 0) 
00 (0.0) 

00 (0.0) 

00 (0.0) 

poor poor 

00 (0.0) 
00 (0.0) 

11 (2.5) 

11 (2.5) 

poor poor 

00 (0.0) 
00 (0.0) 

22 (5.0) 

22 (5.0) 
22 (5.0) 

00 (0.0) 

11 (2.5) 

44 (10.0) 

22 (5.0) 
22 (5.0) 

33 (7.5) 

00 (0.0) 

22 (5.0) 

poor poor 

00 (0.0) 
00 (0.0) 

77 (17.5) 

55 (25.0) 
00 (0.0) 

22 (5.0) 

00 (0.0) 

00 (0.0) 
77 (17.5) 

44 (10.0) 

00 (0.0) 

average average 

22 (5.0) 

11 (2.5) 

33 (7.5) 

22 (5.0) 

average average 

11 (2.5) 

11 (2.5) 
11 (2.5) 

44 (10.0) 
44 (10.0) 

77 (17.5) 

44 (10.0) 

44 (10.0) 

44 (10.0) 

22 (5.0) 

33 (7.5) 

22 (5.0) 

44 (10.0) 

average average 

11 (2.5) 

77 (17,5) 

44 (10.0) 

55 (25.0) 

11 (2.5) 

33 (7.5) 

00 (0.0) 
00 (0.0) 

66 (15.0) 
100 (25.0) 

11 (2.5) 

SCALE E 

good good 

44 (10.0) 

55 (12.5) 

88 (20.0) 

66 (15.0) 

SCALE E 

good good 

33 (7.5) 

55 (12.5) 
33 (7.5) 
88 (20.0) 

55 (12.5) 
66 (15.0) 

55 (12.5) 

77 (17.5) 

88 (20.0) 
66 (15.0) 

33 (7.5) 

66 (15.0) 

33 (7.5) 

SCALE E 

good good 

88 (20.0) 

77 (17.5) 

88 (20.0) 

66 (30.0) 
100 (25.0) 

77 (17.5) 

33 (15.0) 
33 (15.0) 

111 (27.5) 
88 (20.0) 

133 (32.5) 

RESPONSES S 

veryvery good 

66 (15.0) 

100 (25.0) 

88 (20.0) 

66 (15.0) 

RESPONSES S 

veryvery good 

100 (25.0) 
88 (20.0) 
99 (22.5) 

100 (25.0) 
122 (30.0) 
44 (10.0) 

88 (20.0) 

44 (10.0) 

77 (17.5) 
88 (20.0) 

55 (12.5) 

66 (15.0) 

77 (17.5) 

RESPONSES S 

veryvery good 

122 (30.0) 
88 (20.0) 

44 (10.0) 

11 (5.0) 
100 (25.0) 

77 (17.5) 

66 (30.0) 

44 (20.0) 
55 (12.5) 

66 (15.5) 
99 (22.5) 

excellent excellent 

211 (52.5) 
166 (40.0) 

188 (45.0) 

199 (47.5) 

excellent excellent 

266 (65.0) 
255 (62.5) 

255 (62.5) 
166 (40.0) 
177 (42.5) 

233 (57.5) 

222 (55.0) 

188 (45.0) 

199 (47.5) 
200 (50.0) 

144 (35.0) 

266 (65.0) 

222 (55.0) 

excellent excellent 

188 (45.0) 
177 (42.5) 

166 (40.0) 

33 (15.0) 
177 (42.5) 

199 (47.5) 

100 (50.0) 

77 (35.0) 

111 (27.5) 
122 (30.0) 

177 (42.5) 
Itemss showing low scores 

**  Items showing scores variation 

!!  Over  20 in (H) or  out (A) patients only 
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Preliminaryy testing analysis considered patients' comments on each item (especially on items expected 
too be difficult or confusing), on the instructions provided and on the overall questionnaire format. 
Reasonss for patients omitting to respond to items were identified from their comments : items showing 
loww scores (where at least 4 patients gave a score of 1) and items showing score variation (where at 
leastt 6 patients gave a score of 2 or below) were pointed out as appropriate items. Items omitted by 
patientss were reworded, rephrased or eliminated, according to the patients' comments. 

3.3.13.3.1 Examples of confusing items 

Patientss reported difficulty in understanding some of the items (e.g., "The waiting time between calling 
forr a medical appointment and the day of the consultation"). Some items were not relevant to every 
patientt (e.g., "... comfort and support given to your relatives"). Patients felt unable to judge "doctors' 
experiencee of your complaints". 

3.3.23.3.2 Items showing low scores or scores variation 

Itemss showing low scores or score variation are more frequent in the part relating to nurses (e.g., 
nurses'' listening, information giving, speed in answering to calls for help) or to services (e.g., quality of 
meals,, ease of finding way). 

Assessmentt of doctors' technical competence led to the highest scores. This may reflect the greater 
difficulty,, for the patients in this sample, of assessing doctors, whereas nurses may be rated negatively 
evenn though they may be excused because of their work overload. 

Somee particular areas of care received lower scores for both doctors and nurses (e.g., information on 
resourcess for help, concern with overall difficulties, sameness of doctors, time spent with doctor, 
doctors'' punctuality). These items highlight patients' complaints in relation to availability and 
interpersonall  aspects of care. 

Thee preliminary testing led to questionnaire amendment. Difficul t items were rephrased (e.g., "The 
waitingg time between calling for a medical appointment and the day of the consultation" by "The time it 
takess to obtain an appointment for medical consultation"). Items too difficult for most patients 
(accordingg to patients' comment, missing answers or high ratings) were eliminated (e.g.: doctors' 
experiencee of care or items assessing the exchange of information between carers). 

Specificc sections were created to address aspects relevant to either in-patients or out-patients only or 
too specific situations. The resulting version of the questionnaire to be field-tested is composed of 61 
items. . 

IVV Discussion 

Thee CASC for cancer patients is a self-report questionnaire to be filled in by the patient at home after a 
hospitall  stay or during the course of an ambulatory treatment. It is intended mainly to assess the impact 
off  interventions aimed at improving cancer patients' quality of life. Thus, a large part of the 
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questionnairee is devoted to communication skills, interpersonal attitudes and availability, continuity and 
coordinationn of care. However, since satisfaction with care is also related to other aspects of care, the 
technicall  competence, structural and organizational aspects of care are also assessed. 

Differentt researchers have discussed the capacity of satisfaction with care questionnaires to elicit a valid 
assessmentt of patients' opinion on the care they have received. Indeed, satisfaction ratings are uniformly 
highh and thus do not reflect the complaints patients express, for example in informal or structured 
interviews.. Questionnaires composed of a minimal number of global items designed for large surveys 
aree generally susceptible to this problem. 

Thee present instrument should be more sensitive to patients' dissatisfaction. It is composed of items 
preciselyy selected to assess different aspects of care. The issues have been chosen to reflect the 
experiencee and needs of cancer patients. This has been ensured by interviews with specialists working in 
thee cancer field and by repeated pilot tests, including debriefing interviews on tentative versions of the 
questionnaire. . 

Analysiss of the preliminary testing reported here underlines some items that may highlight patients' 
complaints.. These refer to the interpersonal aspects of care and point to patients' dissatisfaction in this 
area,, as may also becaome apparent in interviews [3]. 

Thee complementary scales on the patient's perception of a need for improvement in any of the 
differentt aspects of care should provide further help in contrasting and interpreting the questionnaire 
ratings. . 

Finally,, the location of questionnaire completion, that is the patient's home, is also expected to limit 
thee social desirability bias. 

Sincee the questionnaire is designed to be filled in at home, to optimize the response rate, the number 
off  items has to be carefully determined, balancing the requirements of comprehensiveness and 
applicability.. In view of the present length of the questionnaire, a reduction in the number of items is 
scheduled.. It should be undertaken on the basis of psychometric analysis. 

Upp to now the development process of this questionnaire has focused on ensuring its content validity. 
Furtherr steps are those involved in the field-testing on a large sample of cancer patients. This stage is 
underr way in various institutions with different cultural and linguistic backgrounds. 
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