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INTRO. Thank you for agreeing to take part in this survey, the purpose of which is to discuss the risk of nausea and vomiting that can occur following treatment with chemotherapy or radiotherapy, with a particular focus on the impact of this side effect and how patients manage it. We would be very grateful for your input and opinions.

This self-completion questionnaire will take you about 20-25 minutes to complete. The survey is being conducted by the Healthcare division of GfK NOP, an independent market research agency specialising in studies amongst doctors, nurses and patients. The research is being sponsored by a pharmaceutical company, and the results may be published by expert Healthcare Practitioners in this field, with the aim of helping to improve future patient care. Outputs may also be used for promotional purposes by the study sponsor.

However, the information you provide will be used for statistical purposes only. Only aggregated and anonymised data would ever be published or shared with a third party and we adhere strictly to data protection laws and regulations; we are firmly committed to treating any personal details, as supplied by you, in a confidential manner. Your identity will never be revealed to a third party or in any publication activity undertaken.

Adverse Event Reporting
You are about to enter a market research interview. We are now being asked to pass on to our client details of adverse events and / or product complaints that are raised during the course of market research surveys.

Although this is an online market research interview - and how you respond will, of course, be treated in confidence - should you raise a medicine-related adverse event and / or product complaint, we will need to report this, even if it has already been reported by you directly to the company or to the regulatory authorities.

In such a situation you will be contacted to ask whether or not you are willing to waive the confidentiality given to you under the market research codes of conduct specifically in relation to that adverse event and / or product complaint. Everything else you contribute during the course of the interview will continue to remain confidential.

Are you happy to proceed with the interview on this basis? [Please be assured that your decision not to participate will not, in any way, impact the nature or quality of care provided to you by your healthcare professional team.]
Select one.
I would like to proceed and protect my anonymity
I would like to proceed and give permission for my contact details to be passed on to the Drug Safety department of the company if an adverse event or product complaint is mentioned by me during the survey
I do not wish to proceed and would like to end the interview here [TERMINATE]

COUNTRY SELECTION SCREEN: Please select the country in which you are located.

SCREENING & QUOTA CONTROL
S1.	Have you received a cancer diagnosis within the last 5 years? [NB: any cancer/tumour type is eligible]
Select one.
Yes
No [TERMINATE]
_____________________________________________________________________________________
S2a.	Which of the following cancer therapies, if any, have you ever received?
Select all that apply.
Chemotherapy
Radiotherapy
Hormonal therapy
Surgery
None of the above [SINGLE CODE]
[tERMINATE IF neither code 1 nor code 2 selected at s2a]
_____________________________________________________________________________________
S2b.	Which of the following cancer therapies, if any, have you received within the last 24 months?
Select all that apply. [ONLY SHOW OPTIONS SELECTED AT S2a]
Chemotherapy
Radiotherapy
Hormonal therapy
Surgery
None of the above [SINGLE CODE]
[tERMINATE IF neither code 1 nor code 2 selected at s2b]
_____________________________________________________________________________________
[IF CODE 1 AT S2b]
S3.	Were you given medication to prevent the possibility of nausea and/or vomiting being caused by the chemotherapy you were receiving?
Select one.
Yes
No
_____________________________________________________________________________________
[IF CODE 1 AT S2b]
S4.	Were you given medication to treat nausea and/or vomiting that you had actually experienced as a result of the chemotherapy you were receiving?
Select one.
Yes
No
_____________________________________________________________________________________
[IF CODE 2 AT S2b]
S5.	Were you given medication to prevent the possibility of nausea and/or vomiting being caused by the radiotherapy you were receiving?
Select one.
Yes
No
_____________________________________________________________________________________
[IF CODE 2 AT S2b]
S6.	a) Were you given medication to treat nausea and/or vomiting that you had actually experienced as a result of the radiotherapy you were receiving?
Select one.
Yes
No

[Terminate if ‘NO’ at all 4 questions: S3-S6]
_____________________________________________________________________________________
S6.	b) For what type(s) of cancer are you currently being treated?
Select all that apply. randomise. anchor ‘other’
Head/Neck
Bone
Lung
Breast
Ovarian
Cervical
Prostate
Testicular
Kidney
Liver
Stomach
Colo-rectal/Bowel
Leukaemia/Lymphoma
Other [please specify:…………………………………………………..]
_____________________________________________________________________________________
S7. In what year were you born?
Enter year in box below.
[                    ] valid range 0000-9999
[Terminate if less than 1920 and greater than 1995]
_____________________________________________________________________________________

Thank you. You are eligible for our study! The main questionnaire will now commence…




SECTION 1 – ATTITUDE & USE OF ANTI-EMETIC MEDICATIONS FOR CINV/RINV
The rest of the survey will ask you specifically about chemotherapy-induced nausea & vomiting and radiotherapy-induced nausea & vomiting, referred to in this survey as ‘CINV’ and ‘RINV’.
PROG: SHOW AT FOOT OF EACH SCREEN IN WHICH THESE ACRONYMS ARE USED:
‘CINV’ = chemotherapy-induced nausea & vomiting, ‘RINV’ = radiotherapy-induced nausea & vomiting
Nausea is feeling sick, or an uneasiness of the stomach that often (but not always) comes before vomiting.  Vomiting is the forcible voluntary or involuntary emptying, (or "throwing up"), of the stomach.
__________________________________________________________________________________
Thinking specifically about the most recent occasion/cycle for which you received anti-emetic medication for the treatment or prevention of CINV/RINV, please can you complete the following information…

b) When was this?
[ March                  ] [  2014                  ] DROP DOWN FOR MONTH (jAN-dec) & YEAR (2012-2014). ALLOW JAN-jun. DO NOT ALLOW JUl-DEc if 2014

ai) What type of cancer treatment were you receiving at the time?
Select one. Do not RANDOMISE
Chemotherapy or other anti-cancer medication
Radiotherapy
Both of the above
Can’t recall

[SHOW Q1aii ONLY IF CODE 1 OR 3 SELECTED AT Q1ai]
aii) Was the chemotherapy or other anti-cancer medication that you were receiving at the time given to you orally (by mouth) or intravenously (by injection or infusion)?
Select one. Do not RANDOMISE
Orally
Intravenously
Both of the above
Can’t recall

c) Where did you receive the cancer treatment?
Select one. Do not RANDOMISE
At the hospital - I was an in-patient at the hospital
At the hospital – I was an out-patient (I went home the same day)
At a doctor’s office/clinic
Other place [please state ………………………………………………………….]
Can’t recall

d) Where and when did you receive/take the anti-emetic medication for the treatment or prevention of CINV/RINV?
Select all that apply. Do not RANDOMISE
At the doctor’s office/hospital on the day of the chemotherapy/radiotherapy
At the doctor’s office/hospital in the days following the chemotherapy/radiotherapy
At home later the same day (day 0)
At home the following day (day 1)
At home in one or more of the subsequent days (days 2, 3, 4 or 5)
Can’t recall
_____________________________________________________________________________
[IF CODE 1 AT Q1D]
In what form was anti-emetic medication given to you on the day you received the chemotherapy/radiotherapy?
Select all that apply. RANDOMISE.
Intravenously (IV)
A pill/tablet (that you need to swallow, does not dissolve in mouth)
A suppository
An ‘orodispersible’ pill/tablet (dissolves in mouth)
As a syrup
Transdermally (a patch that is placed on your skin)
Can’t recall [ANCHOR]
_____________________________________________________________________________
[IF CODE 2 AT Q2]
Did you take the pill/tablet with water on the day you received the chemotherapy/radiotherapy?
Select one. Do not RANDOMISE.
Yes
No
Can’t recall
_____________________________________________________________________________
[IF CODE 1 AT Q1D]
Approximately how long prior to receiving the chemotherapy/radiotherapy did you receive the first dose of anti-emetic medication for the treatment or prevention of CINV/RINV?
Enter number of minutes in box below.
[                    ] valid range 001-999

Did not receive prior to chemotherapy/radiotherapy
Can’t recall
_____________________________________________________________________________
[IF CODE 3-5 NOT SELECTED AT Q1D]
Were you given any anti-emetic medication for the treatment or prevention of CINV/RINV to take home with you? 
Select one. Do not RANDOMISE
Yes
No
Can’t recall
_____________________________________________________________________________
[IF CODE 1 AT Q5 OR CODE 3-5 AT Q1D]
In what form was the anti-emetic medication given to you to take home?
Select all that apply. RANDOMISE.
Intravenously (IV)
A pill/tablet (that you need to swallow, does not dissolve in mouth)
A suppository
An ‘orodispersible’ pill/tablet (dissolves in mouth)
As a syrup
Transdermally (a patch that is placed on your skin)
Can’t recall [ANCHOR]
_____________________________________________________________________________
[IF CODE 2 SELECTED AT Q5]
Do you know why you were not given any anti-emetic medication for the treatment or prevention of CINV/RINV to take home with you? 
Select one. Do not RANDOMISE
YES - I have received the same cancer therapy previously and it did not cause any symptoms of nausea/vomiting
YES - The doctor told me that the therapy I received was unlikely to cause any symptoms of nausea/vomiting
YES – The doctor told me there were no effective way to prevent CINV/RINV
YES – I declined the offer of anti-emetic medication
YES – (please state other reason:……………………………………………………………)
NO – I do not know why
_____________________________________________________________________________
Did you experience any problems with nausea or vomiting after receiving your most recent cycle of chemotherapy/radiotherapy?
Select all that apply. Do not RANDOMISE. ‘NO’ = single code.
YES – nausea, later the same day (day 0)
YES – nausea, the following day (day 1)
YES – nausea, in subsequent days (days 2, 3, 4 or 5)
YES – vomiting, later the same day (day 0)
YES – vomiting, the following day (day 1)
YES – vomiting, in subsequent days (days 2, 3, 4 or 5)
NO – no problems with either nausea or vomiting
_____________________________________________________________________________
[IF CODE 1-2 SELECTED AT Q8]
a) Would you describe the problems that you experienced with nausea in the 24-hour period immediately after receiving your most recent cycle of chemotherapy/radiotherapy as mild, moderate or severe?
Select one. Do not RANDOMISE.
Mild
Moderate
Severe
_____________________________________________________________________________
[IF CODE 3 SELECTED AT Q8]
1. b) Would you describe the problems that you experienced with nausea in days 2, 3, 4 or 5 after receiving your most recent cycle of chemotherapy/radiotherapy as mild, moderate or severe?
Select one. Do not RANDOMISE.
Mild
Moderate
Severe
_____________________________________________________________________________
[IF CODE 4-5 SELECTED AT Q8]
1. c) Would you describe the problems that you experienced with vomiting in the 24-hour period immediately after receiving your most recent cycle of chemotherapy/radiotherapy as mild, moderate or severe?
Select one. Do not RANDOMISE.
Mild
Moderate
Severe
_____________________________________________________________________________
[IF CODE 4-5 SELECTED AT Q8]
How many vomiting episodes, if any, did you suffer in the 24-hour period immediately after receiving your most recent cycle of chemotherapy/radiotherapy? NB: there must be at least 5 minutes between occasions in which you vomited in order to be considered as separate ‘episodes’.
Enter number of episodes in box below.
[                    ] valid range 00-99

Can’t recall
_____________________________________________________________________________
[IF CODE 6 SELECTED AT Q8]
Would you describe the problems that you experienced with vomiting in days 2, 3, 4 or 5 after receiving your most recent cycle of chemotherapy/radiotherapy as mild, moderate or severe?
Select one. Do not RANDOMISE.
Mild
Moderate
Severe
_____________________________________________________________________________
[IF CODE 6 SELECTED AT Q8]
How many vomiting episodes, if any, did you suffer in days 2, 3, 4 or 5 after your most recent cycle of chemotherapy/radiotherapy? NB: there must be at least 5 minutes between occasions in which you vomited in order to be considered as separate ‘episodes’.  
Enter number of episodes in box below.
[                    ] valid range 00-99

Can’t recall
_____________________________________________________________________________
Which one of the following, if any, did you experience in the 5 days following your most recent cycle of chemotherapy/radiotherapy?
Select one. Do not RANDOMISE.
Loss of appetite - but this did not reduce my normal eating habits or food/liquid intake
My food/liquid intake decreased but I did not suffer any significant weight loss or dehydration
My food/liquid intake decreased significantly but I did not require tube feeding (fluids and nutrients provided via intravenous or naso-gastric tube) and/or hospitalisation
My food/liquid intake decreased dramatically and I required tube feeding (fluids and nutrients provided via intravenous or naso-gastric tube) and/or hospitalisation
None of the above
_____________________________________________________________________________
Overall, how satisfied were you with the anti-emetic medication for the treatment or prevention of CINV/RINV that you most recently received?
Select one. Do not RANDOMISE. ALTERNATE WITH REVERSE ORDER
Very satisfied
Satisfied
Neither satisfied nor dissatisfied
Dissatisfied
Very dissatisfied
________________________________________________________________________________
Why do you say that you were [answer Q14]?
Please type in your answer below as fully as possible.




_____________________________________________________________________________
[IF CODE 2 AT Q6]
When taking the anti-emetic medication in pill/tablet form at home, how often did you take it with water or other liquid (e.g. tea, coffee, soft drink)?
Select one. Do not RANDOMISE. REVERSE
Always
Usually
About half the time
Occasionally
Never
Can’t recall [ANCHOR]
_____________________________________________________________________________
[IF CODE 1-4 AT Q16]
And when taking the anti-emetic pill/tablet with water or other liquid, how often did you experience headache as a result?
Select one. Do not RANDOMISE. REVERSE
Always
Usually
About half the time
Occasionally
Never
Can’t recall [ANCHOR]
_____________________________________________________________________________
Please place in rank order, what would you most like the doctor to consider when deciding upon the type of anti-emetic medication to give you to help prevent CINV/RINV?
Please enter a rank order (1st to 7th) in each box, with 1 being the most desirable and 7 being the least.
RANDOMISE. valid range for each: 1-7.
Reducing the number of times I feel nauseous
Reducing the number of times I have to vomit (be sick)
Improving my ability to continue normal daily life
Reducing the overall number of pills/tablets I need to take
Reducing my likelihood of needing to go back to the doctor/nurse/hospital
Avoiding missing or delaying future cycles of my cancer therapy
Avoiding the need to have to swallow pills/tablets/water when feeling sick
_____________________________________________________________________________
SHOW FOLLOWING ON SINGLE SCREEN:
In certain questions that follow, we will refer to different severities of CINV/RINV. So that we have consistency across our survey, please can you assume the definitions below for mild, moderate and severe grades of CINV/RINV, even if they are not the definitions that you would personally use.

MILD:
Nausea: causing loss of appetite (but without change in your eating habits)
and/or
Vomiting (being sick): 1-2 times within a 24-hour period

MODERATE:
Nausea: eating less but without significant weight loss, dehydration or lack of nutrition
and/or
Vomiting (being sick): 3–5 times within a 24-hour period

SEVERE:
Nausea: inadequate food or fluid intake where hospitalisation or ‘tube feeding’ becomes necessary (fluids and nutrients provided via intravenous or naso-gastric tube)
and/or
Vomiting (being sick): 6 or more times within a 24-hour period.



SECTION 2 – INCIDENCE OF CINV/RINV
Based on these definitions, please can you indicate below which of these you have personally ever experienced?
Select all that apply Do not RANDOMISE. REVERSE. multi-code allowed except ‘NONE’. [SHOW DEFINITIONS FROM PREVIOUS SCREEN ON THIS SCREEN AS WELL]

Nausea during/following Chemotherapy  SHOW ONLY IF EVER RECEIVED CHEMOTHERAPY [CODE 1 AT S2a]
Mild 
Moderate
Severe
None of these

Vomiting during/following Chemotherapy  SHOW ONLY IF EVER RECEIVED CHEMOTHERAPY [CODE 1 AT S2a]
Mild 
Moderate
Severe
None of these

Nausea during/following Radiotherapy  SHOW ONLY IF EVER RECEIVED RADIOTHERAPY [CODE 2 AT S2a]
Mild 
Moderate
Severe
None of these

Vomiting during/following Radiotherapy  SHOW ONLY IF EVER RECEIVED RADIOTHERAPY [CODE 2 AT S2a]
Mild 
Moderate
Severe
None of these

SECTION 3 – IMPACT OF CINV/RINV ON PATIENT QUALITY OF LIFE
On a scale of 1 to 10 (where 1 is minor and 10 is great), how would you describe the impact that CINV or RINV alone have on your daily life?
Please adjust the pointer on each scale below to indicate your rating.

PROGRAMMER: PLEASE USE A 10-POINT SCALE. ONLY SHOW SCALES ACCORDING TO RESPONSES AT Q21.

      Nausea during/following Chemotherapy  	Vomiting during/following Chemotherapy

	             a) Mild					            a) Mild

MINOR IMPACT -------------------------- GREAT IMPACT	       MINOR IMPACT -------------------------- GREAT IMPACT


	        b) Moderate				                       b) Moderate 

MINOR IMPACT -------------------------- GREAT IMPACT	       MINOR IMPACT -------------------------- GREAT IMPACT


	           c) Severe				     	          c) Severe

MINOR IMPACT -------------------------- GREAT IMPACT	       MINOR IMPACT -------------------------- GREAT IMPACT


  Nausea during/following Radiotherapy  	Vomiting during/following Radiotherapy

	             a) Mild					            a) Mild

MINOR IMPACT -------------------------- GREAT IMPACT	       MINOR IMPACT -------------------------- GREAT IMPACT


	        b) Moderate				                       b) Moderate 

MINOR IMPACT -------------------------- GREAT IMPACT	       MINOR IMPACT -------------------------- GREAT IMPACT


	           c) Severe				     	          c) Severe

MINOR IMPACT -------------------------- GREAT IMPACT	       MINOR IMPACT -------------------------- GREAT IMPACT
_____________________________________________________________________________
In terms of the effect that nausea and/or vomiting has following a cycle of chemotherapy/radiotherapy, do you feel that your doctor tends to underestimate or overestimate the impact this has on your daily life?
Select one. Do not RANDOMISE.
Underestimate
Neither
Overestimate
_____________________________________________________________________________
a) Currently, do you feel that sufficient anti-emetic medication is given to you to help you prevent or treat the nausea and/or vomiting that you may experience?
Select one. Do not RANDOMISE. REVERSE.
NO - not enough
YES - about right
YES - but too much
_____________________________________________________________________________
1. b) And when you first started receiving chemotherapy/radiotherapy, did you feel that sufficient anti-emetic medication was given to you on your first cycle to prevent or treat the nausea and/or vomiting that you may have experienced?
Select one. Do not RANDOMISE. REVERSE.
NO - not enough
YES - about right
YES - but too much
_____________________________________________________________________________
1. c) Approximately how many changes did the healthcare professionals have to make to your anti-emetic medication for the treatment or prevention of CINV/RINV in order to establish control over this side effect?
Select one. Do not RANDOMISE.
None – it was controlled from the beginning
One
Two
Three
Four
Five or more
It is/was not fully controlled

SECTION 4 – COMPLIANCE WITH ANTI-EMETIC REGIMENS
When at home, how easy or difficult is it for you to take your anti-emetic medication according to the instructions given by your doctor?
Select one. Do not RANDOMISE. REVERSE.
Very difficult
Difficult
Neither easy nor difficult
Easy
Very easy
_____________________________________________________________________________
When given anti-emetic medication to use at home, how often did you take the medication exactly according to the doctor’s instructions (number of tablets, times per day, time of day, etc)?
Select one. Do not RANDOMISE. REVERSE.
Always
Mostly
Sometimes
Rarely
Never
_____________________________________________________________________________
[IF NOT CODE 1 AT Q24]
What are the main reasons why you do not always take your anti-emetic medication according to the doctor’s instructions?
Select a maximum of three answers. RANDOMISE.
I don’t feel that they are working/will work
Forgetfulness
Can cause other side effects
Nausea or vomiting is mild/not severe
Already taking several pills/tablets – try to avoid taking even more
Unpleasant taste of medication
Unpleasant residue left in my mouth by medication
Act of swallowing pills/tablets causes nausea or vomiting 
Act of swallowing water to wash down pills/tablets causes nausea or vomiting 
I don’t see the need to take a medication until I actually need it/feel sick
Unpleasant to take any medication
Other reason (please specify:…………………………………………………..)
_____________________________________________________________________________
To what extent, if at all, would each of the following discourage you from using your anti-emetic medication at home?
Please adjust the pointer on each scale below to indicate your opinion. RANDOMISE ORDER OF STATEMENTS. 
Fear that the action of swallowing the pills/tablets will itself cause nausea and/or vomiting.

NOT AT ALL ----------------------------------------------------------------------------STRONGLY	 

Fear that the action of swallowing the water needed to wash down the pills/tablets will itself cause nausea and/or vomiting.

NOT AT ALL ----------------------------------------------------------------------------STRONGLY	 

Dislike of the unpleasant taste of the medication.

		NOT AT ALL ----------------------------------------------------------------------------STRONGLY	 

Desire to avoid taking any more pills/tablets than I really have to.

NOT AT ALL ----------------------------------------------------------------------------STRONGLY	 


SECTION 5 – PATIENT ASSESSMENT & COMMUNICATION
1. In the days following administration of your chemotherapy/radiotherapy, how would you describe the interaction between you and your care team at the hospital?
Select one. Do not RANDOMISE. reverse.
Highly structured – regular scheduled contact
Moderately structured – contact agreed but not necessarily regular or scheduled
Loosely structured – potentially no contact but an agreed communication channel and process
Unstructured – no scheduled contact – but it is up to me to contact a member of the care team if I have any problems with my medication
_____________________________________________________________________________
Does a member of your care team contact you during the 5-day period immediately following administration of your chemotherapy/radiotherapy to check whether or not you are having symptoms of nausea and/or vomiting?
Select one. Do not RANDOMISE.
Yes
No
_____________________________________________________________________________
1. Does your care team at the hospital have a system or process for you to report your symptoms of CINV/RINV?
Select one. Do not RANDOMISE OR REVERSE
Yes – electronic tool (online/mobile/device)
Yes – telephone-based tool [only select if a specific system, do not include normal telephone calls]
Yes – paper-based diary/record forms
Yes – other (please specify:…………………………………………….)
No
_____________________________________________________________________________
At the next scheduled visit to the doctor’s office/your hospital, do you feel that you are properly assessed for symptoms of CINV/RINV that you experienced following administration of the previous cycle of chemotherapy/radiotherapy?
Select one. Do not RANDOMISE.
Yes
No
_____________________________________________________________________________
1. If you suffer from nausea or vomiting following chemotherapy/radiotherapy, how likely are you to contact a member of the care team at the hospital to report this or ask for help?
Select one. Do not RANDOMISE. REVERSE.
Very likely
Likely
Neither likely nor unlikely
Unlikely
Very unlikely
________________________________________________________________________________
1. a) For what reasons would you not report the nausea and/or vomiting you had experienced to the care team at the hospital?
Select all that apply. RANDOMISE.
I accept that nausea and/or vomiting is a normal side effect of chemotherapy/radiotherapy that has to be tolerated
I am reluctant to bother the doctor/nurse
I do not feel it is severe enough to warrant reporting
It can be difficult for me to contact a member of the care team
I believe that feeling sick demonstrates that the chemotherapy/radiotherapy is working
Other [please specify] ………………………………………………………………. [ANCHOR]
________________________________________________________________________________
1. b) Thinking back to the very first consultation that you had with your doctor or nurse to discuss your chemotherapy/radiotherapy, did they discuss the possibility of CINV/RINV with you and how this would be treated? 
Select one.
YES, with my doctor
YES, with the nurse
NO
Can’t recall
________________________________________________________________________________
[IF CODE 1 OR 2 AT Q36b]
1. c) About how long did your doctor or nurse spend discussing the possibility of CINV/RINV and how this would be treated at that consultation? 
Enter number of minutes in box below.
[                    ] valid range 001-999

Can’t recall
________________________________________________________________________________


SECTION 6 – ATTRIBUTE IMPORTANCE [MaxDiff]
You will next be shown a series of screens which show various attributes of anti-emetic medication. On each screen you will see 5 attributes.
Thinking of when you have to use an anti-emetic medication when receiving your chemotherapy/radiotherapy, please indicate which one of those 5 attributes is the most important and which one is the least important to you. See example below.
There are 13 attributes overall, and a different combination of 5 of those attributes will come up on each screen. There will be 9 selection exercises for you to complete in total.
PROG: SHOW PICTURE EXAMPLE BELOW ON SCREEN:
EXAMPLE:
	Most important
	
	Least important

	○
	Attribute A
	○

	○
	Attribute B
	○

	○
	Attribute C
	○

	○
	Attribute D
	○

	○
	Attribute E
	○


_______________________________________________________________________________

Thinking of when you have to use an anti-emetic medication when receiving your chemotherapy/radiotherapy, which one of the 5 attributes below is the most important and which one is the least important to you.

Click one button to the left for the most important and one button to the right for the least important.

	Most important
	
	Least important

	○
	Attribute
	○

	○
	Attribute
	○

	○
	Attribute
	○

	○
	Attribute
	○

	○
	Attribute
	○






PROGRAMMER: PLEASE SEE SEPARATE INSTRUCTIONS FOR PROGRAMMING
1. To be in oral form rather than having an injection
2. Is generally safe and unlikely to cause side effects
3. Does not cause headache
4. Does not cause constipation
5. Improves my quality of life
6. Is effective in reducing/stopping nausea
7. Is effective in reducing/stopping vomiting episodes
8. Easy to take as and when I need to
9. No need to swallow a pill/tablet
10. No need to take/wash down with water
11. Pleasant to taste / No unpleasant residue left in mouth
12. Dissolves in mouth
13. Works quickly

[bookmark: _GoBack]DEMOGRAPHICS & CLASSIFICATION
Finally, a few questions about yourself for classification purposes…
D1. In which of the following areas or regions of the country are you currently living?
Select one.

GERMANY 
Brandenburg
Berlin
Bayern
Baden-Württemberg
Bremen 
Hessen
Hamburg
Mecklenburg-Vorpommern
Niedersachsen
Nordrhein-Westfalen
Saarland
Rheinland-Pfalz
Sachsen-Anhalt
Schleswig-Holstein
Sachsen
Thüringen

FRANCE
Île De France
Bassin Parisien
NORTH - Pas-de-Calais
EAST
WEST
SOUTH-WEST
CENTRAL-EAST
Méditerranée

ITALY
NORTH-WEST (Piemonte/Val d'Aosta/Lombardia/Liguria)
NORTH-EAST (Trentino/Alto Adige/Veneto/Friuli/Venezia Guilia)
CENTRAL/NORTH (Emilia/Romagna/Le Marche/Toscana)
CENTRAL/SOUTH (Lazio/Abruzzi/Molise/Umbria)
SOUTH/ISLANDS (Campania/Basilcata/Puglie/Calabria/Sicilia/Sardegna)

SPAIN
· SOUTH (Andalucía/Extremadura/Canarias)
· SOUTH-EAST (Levante/Murcia/Valencia)
· CENTRAL (Castilla-la-Mancha/Castilla-León)
· GREATER MADRID
· GREATER BARCELONA
· NORTH-EAST (Aragón/Cataluña/Baleares)
· NORTH (Cantabria/Navarra/La Rioja/País Vasco)
· NORTH-WEST (Asturias/Galicia)
UK 
ENGLAND – North West
ENGLAND – North East
ENGLAND – Midlands
ENGLAND – Greater London
ENGLAND – South-East (excluding Greater London)
ENGLAND – South-West
WALES
SCOTLAND
NORTHERN IRELAND

D2. Which one of the following best describes your current status? 
Select one. do not RANDOMISE.
Full-time student
Retired
Currently employed on a full-time basis
Currently employed on a part-time basis
Not currently employed – but looking for work
Not currently employed – and not looking for work
Homemaker (housewife, house-husband)
D3. Which one of the following best describes your current status?
Select one. do not RANDOMISE.
Single
Have a partner, but not in a serious relationship
Have a steady partner, but not living with that person
Living with a steady partner, but not married
Married
Widowed
Divorced 
D4. Are you:
Select one. do not RANDOMISE.
Male
Female

Are you a member of a national cancer patient association?
Select one. do not RANDOMISE.
Yes
No

Those are all the questions we have!

Thank you for taking the time to participate in this study – your answers are extremely helpful and your time is much appreciated.

