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Patient Satisfaction Screener and Survey
Instructions
We would like to invite you to complete a survey as part of a research study we are conducting on behalf of a pharmaceutical company. 
Your responses to the next few questions will confirm that you qualify for the study.
Are you able to read and understand English?
Yes [MUST SELECT TO QUALIFY]
No [INELIGIBLE—SHOW “INELIGIBLE SCREEN”]
Please provide your age. 
[2 POSITIVE INTEGER FIELD; ELIGIBLE if 18+; show “Ineligible Screen”]
Do you currently have any of the following health conditions? (Select all that apply) [QUALIFYING PARTICIPANTS MUST SELECT “Psoriatic arthritis” (PsA); IF NONE ARE SELECTED, TERMINATE.  CONTINUE TO END OF SCREENER FOR QUALIFIERS]
Ankylosing spondylitis 
Crohn’s disease
Plaque Psoriasis 
Ulcerative colitis
Psoriatic arthritis [MUST SELECT TO QUALIFY FOR “PsA”]
None of the above

S3a	If you selected PsA above, please indicate if you have any of the other following conditions (choose all that apply):
Anxiety
Cauda equine syndrome
Chronic pain
Depression
Diabetes
Fatigue
Heart disease (e.g., arrhythmia, aortic valve disease, coronary heart disease, congestive heart failure, ischemic heart disease, etc.)
High blood pressure (hypertension)
High cholesterol (hyperlipidemia)
Lymphoma/malignancy
Lung fibrosis
Metabolic syndrome
Nonalcoholic fatty liver disease
Obesity
Osteoporosis
Peripheral vascular disease
Skin cancer (melanoma)
Stroke (or had one in the past)
Uveitis
Other 
None of the above
When did you first notice symptoms of psoriatic arthritis (even if you were not yet diagnosed)? (Please fill in both responses if known) [MUST PROVIDE 1 RESPONSE, YEAR OR AGE] 
Year [DROP DOWN LIST DESCENDING FROM 2017 BACK 70 YEARS]
Age [2 POSITIVE INTEGER FIELD]
What year were you diagnosed with psoriatic arthritis? (Please fill in both responses if known)
Year [DROP DOWN LIST DESCENDING 2017 BACK TO SQ4 YEAR RESPONSE]
Age [2 POSITIVE INTEGER FIELD – ALLOW RESPONSE > SQ4 AGE]
[ASK ONLY FOR PsA] Do you have any joint deformities due to your psoriatic arthritis?
· Yes 
· No
 Which one of the following biologic treatments, if any, do you currently take? [ALLOW 1 RESPONSE]
Cimzia 
Cosentyx [MUST SELECT TO QUALIFY; CONTINUE TO END OF SCREENER FOR ALL QUALIFIERS AND NONQUALIFIERS]
Enbrel 
Humira 
Rituxan
Remicade 
Simponi 
Stelara 
Taltz 
I do not currently take any of these
[ONLY ASK QS3 = PsA AND ONLY IF SQ7 NOT = COSENTYX(these are nonqualifers)] Have you ever taken Cosentyx (secukinumab) for your psoriatic arthritis?
Yes, I used to take Cosentyx	
No, I have never taken Cosentyx


		
[ONLY ASK QS3 = PsA and DO NOT ASK IF COSENTYX HAS NEVER BEEN TAKEN, SQ8=NO] Approximately how long [have you been taking (FOR CURRENT USERS/QUALIFIERS)] [did you take (FOR PAST USERS, SQ8=YES)] Cosentyx for your psoriatic arthritis/? 
Please include both the amount of time you took any samples and the amount of time you filled and used a prescription for this medication. 
Less than 3 months [INELIGIBLE but continue]
3 months-4 months
5-6 months
7-9 months
10-12 months
More than 12 months 
[QUALIFYING PARTICIPANTS WILL HAVE ENDORSED “psa” AS A CURRENT CONDITION AND CURRENTLY TAKING COSENTYX > 3 MONTHS]
[ASK ALL] What is your gender? 
Male	
Female
Prefer not to answer
[ASK ALL] Do you consider yourself…? (Select all that apply)
White
Hispanic
Black
African American
Asian or Pacific Islander
Native American or Alaskan native
Mixed racial background
Other race
Prefer not to answer

Ineligible Screen (Show to all with ‘INELIGIBLE’ flag set above (including “INELIGIBLE-TERMINATE”)
Thank you very much for answering these questions. Unfortunately, based on your responses, you are not eligible to complete this survey questionnaire. Thank you again for your time and interest.
Eligible Screen and Consent Form
Thank you very much for answering these questions. Based on your responses, you are eligible to complete this survey questionnaire.


About This Study
You are one of about 200 participants in the United States being asked to complete a one-time survey about your experiences with Cosentyx for the treatment of psoriatic arthritis.
Study Duration
The survey will take 25-30 minutes to complete.
Study Details
This research study is being run by Research Triangle Institute (RTI) on behalf of a pharmaceutical company. RTI is a not-for-profit research organization in Research Triangle Park, North Carolina, United States. If you have questions about the content of this survey, please send an e-mail to the RTI project leader, Daniel Wolin, at dwolin@rti.org. Messages will be answered within 1 business day of their receipt.
Possible Risks or Discomforts
No physical risk is associated with participating in this study. The questions in this survey are not particularly sensitive in nature. This is not a test. 
The institutional review board (IRB) at RTI has reviewed this research. An IRB is a group of people who make sure that the rights of participants in research are protected. The IRB may check records of your activity in this research to see if proper procedures were followed. If you have concerns about your rights as a participant, you may e-mail the RTI Office of Research Protection at ORPE@rti.org or call 1‑866-214-2043 (a toll-free number).
Benefits
[bookmark: lastplace_Rev]There are no direct health benefits to you from participating in this study. Your responses are very important because they will help researchers understand patients’ experiences with Cosentyx for the treatment of psoriatic arthritis.
Compensation for Participation
You will receive panel points for completing this survey. Upon conclusion of the survey, you will receive confirmation of the points (i.e., panel incentives) that will be deposited into your account. The points are available for usage as per the rewards program terms and conditions.  
Confidentiality
Any information you provide in the survey is confidential. We will take precautions to protect your privacy and your answers will not be linked to your name in any report or publication. If the results of this study are presented at scientific meetings or published in scientific journals, no information will be included that could identify you or your responses personally. Your responses will be used only for statistical purposes.
Your Rights
Your decision to take part in this research study is completely voluntary. You may decline to answer any question. You can stop at any point after you begin the survey, but you will only receive your panel points upon completion of the entire survey.


If you have read the previous screens and agree to participate, please click the Yes button. If you do not agree to participate, click the No button.
Yes, I agree to participate. 
[continue with SURVEY]
No, I do not agree to participate. 
[go on TO NON PARTICIPATION TEXT]
[NON PARTICIPATION TEXT] Are you sure you don’t want to participate? Your opinions are important to us. Please select the Yes button to continue this survey; if not, select the No button to exit.
Yes, I agree to participate. 
[continue with SURVEY]
No, I do not agree to participate. 
[end survey text]

[end survey text] Thank you for your time. You have exited the survey.


Survey
Please answer all of the questions in the survey to the best of your ability, even if you are unsure about an answer or feel that an item does not apply to you. 
The questions in this survey refer to your experience with Cosentyx (also called secukinumab) to treat your psoriatic arthritis. Please keep this treatment in mind when answering the questions.
Demographics 
What is your height? If you do not know for sure, please use your best estimate.
______ feet ______ inches 
[DROP DOWN OF APPROPRIATE integers]
Prefer not to answer
What is your weight? If you do not know for sure, please use your best estimate.
_________ pounds 
[POSITIVE INTEGERS; RANGE 80-500]
Prefer not to answer
What is your marital status? [ALLOW 1 RESPONSE]
Single/never married
Married/living as married/civil partnership
Divorced or separated
Widowed/widower
Other
Prefer not to answer
What region of the country are you located? [ALLOW 1 RESPONSE]
East 
South 
Midwest
West
North 
Prefer not to answer


Which of the following best describes your employment status? [ALLOW 1 RESPONSE]
Employed full time
Employed part time
Not currently employed
Student
Retired
Disabled/unable to work
Prefer not to answer
What is the highest level of education you have completed or the highest degree you have received? [ALLOW 1 RESPONSE]
Less than high school
High school or equivalent (e.g., GED)
Some college, but no degree
College degree, advanced degree, or professional degree
Prefer not to answer



Medication History
Besides Cosentyx, which of the following types of treatment(s), if any, have you taken in the past 12 months or are currently taking for your psoriatic arthritis? 
(Choose all that apply)[IF NEVER TAKEN IS SELECTED FOR ANY GIVEN ROW, DO NOT ALLOW RESPONSE IN OTHER COLUMNS]
	Treatment Type
	Taken in the past 12 months
	Currently taking
	Never taken

	Over-the-counter NSAIDS  Examples: aspirin, ibuprofen, naproxen, Bufferin, Excedrin, Advil, Motrin, Aleve 
	
	
	

	Prescription NSAIDS 
Examples: Celebrex, Voltaren, Feldene, Indocin, Naprosyn, ibuprofen, Mobic, ketorolac, Ketoprofen
	
	
	

	Systemic prescription treatments
Examples: methotrexate, sulfasalazine, cyclosporine,  leflunomide
	
	
	

	Steroids 
Examples: prednisone, prednisolone
	
	
	

	Otezla 
	
	
	


Which of the following biologic treatments, if any, have you taken in the past, before taking Cosentyx? (Select all that apply) [IF “NEVER TAKEN” IS SELECTED FOR ANY GIVEN ROW, DO NOT ALLOW RESPONSE IN OTHER COLUMNS]
	Biologic Type
	Taken in the past
	Taken in the past 12 months
	Never taken

	Cimzia
	
	
	

	Enbrel
	
	
	

	Humira
	
	
	

	Rituxan
	
	
	

	Remicade 
	
	
	

	Simponi
	
	
	

	Stelara
	
	
	

	Taltz
	
	
	


[ASK ONLY IF A “TAKEN IN THE PAST AND/OR 12 MONTHS” RESPONSE WAS GIVEN FOR ANY ROW IN Q7 OR Q8] Approximately how long was the period of time between stopping your last treatment and starting Cosentyx? 
Less than 1 week
1 week to less than 1 month 
1-2 months
2-3 months
3-4 months
5 months or more
 [ASK ONLY IF A “TAKEN IN THE PAST AND/OR 12 MONTHS” RESPONSE WAS GIVEN FOR ANY ROW IN Q7 OR Q8] What was the main reason you stopped taking your last treatment? 
It didn’t work or stopped working as well (i.e., it wasn’t effective)
I did not like the side effects I experienced
I have anxiety or fear of injections/needles
The injection/infusion was painful
My insurance would not pay 
My co-pay was too high 
The treatment was not easy or convenient to take
The number of required visits to the doctor was too high
The number of blood tests required was too high
The frequency of dosing was too high
Other reason


Psoriatic Arthritis Symptoms
Which of the following symptoms did you experience in the months before taking Cosentyx?
	PsA Symptoms	
	Before Taking Cosentyx

	
	Yes
	No

	Joint pain or tenderness 
	 
	 

	Pain disrupting your sleep
	 
	 

	Swelling of entire finger/toe (e.g.sausage fingers or toes) 
	 
	 

	Fatigue (e.g., low energy/tired)
	 
	 

	Stiffness in the morning
	 
	 

	Sore areas other than joints 
	 
	 

	Ankle or heel pain
	 
	 



Which of the following symptoms did you experience in the months after starting Cosentyx? 
	PsA Symptoms	
	After Starting Cosentyx

	
	Yes
	No

	Joint pain or tenderness 
	 
	 

	Pain disrupting your sleep
	 
	 

	Swelling of entire finger/toe (e.g. sausage fingers or toes)
	 
	 

	Fatigue (e.g., low energy/tired)
	 
	 

	Stiffness in the morning
	 
	 

	Sore areas other than joints 
	 
	 

	Ankle or heel pain
	 
	 


[if “no” was selected for all symptoms in both q11 and q12, skip to treatment experience section.] 
[INSERT ALL ENDORSED SYMPTOMS FROM EITHER Q11 OR Q12; SKIP ITEM IF NO SYMPTOMS ENDORSED IN Q11 OR Q12] Please rate your current psoriatic arthritis symptoms (while taking Cosentyx) in comparison to those you experienced in the months before taking Cosentyx. 
	PsA Symptoms
	A lot Worse
	Moderately Worse
	A little Worse
	No Change
	A little Better
	Moderately Better
	Much Better

	Joint pain or tenderness
	
	
	
	
	
	
	

	Pain disrupting your sleep
	
	
	
	
	
	
	

	Swelling of entire finger/toe (e.g. sausage fingers or toes)
	
	
	
	
	
	
	

	Fatigue (e.g., low energy/tired)
	
	
	
	
	
	
	

	Stiffness in the morning
	
	
	
	
	
	
	

	Sore areas other than joints
	
	
	
	
	
	
	

	Ankle or heel pain
	
	
	
	
	
	
	




Overall, how would you rate your current psoriatic arthritis symptoms (while taking Cosentyx) in comparison to those you experienced in the months before Cosentyx?
	A lot Worse
	Moderately Worse
	A Little Worse
	No Change
	A little Better
	Moderately Better
	Much Better

	
	
	
	
	
	
	


[ASK IF Q14 WAS RATED AS A “LITTLE BETTER, MODERATELY BETTER OR MUCH BETTER” WHILE TAKING COSENTYX] Thinking about your overall symptom improvement with Cosentyx, how soon after starting Cosentyx did you notice an improvement? 
Within 2 weeks
3-4 weeks
1-2 months
3-6 months
7-9 months
10-12 months
> 12 months
[ASK FOR ANY SYMPTOM IN Q13 RATED AS A “LITTLE BETTER, MODERATELY BETTER OR MUCH BETTER” WHILE TAKING COSENTYX; SKIP ITEM IF NO SYMPTOMS ENDORSED IN Q11 OR Q12] Specifically, how soon after starting Cosentyx did you notice an improvement with each of the following symptoms? 
	

PsA Symptoms
	Within 2 weeks
	3-4 weeks
	1-2 months
	3-6 months
	

7-9 months
	

10-12 months
	

  >12 
months

	Joint pain or tenderness
	
	
	
	
	
	
	

	Pain disrupting your sleep
	
	
	
	
	
	
	

	Swelling of entire finger/toe (e.g. sausage fingers or toes)
	
	
	
	
	
	
	

	Fatigue (e.g., low energy/tired)
	
	
	
	
	
	
	

	Stiffness in the morning
	
	
	
	
	
	
	

	Sore areas other than joints
	
	
	
	
	
	
	

	Ankle or heel pain
	
	
	
	
	
	
	




Treatment Experience
The next few questions ask about your overall experience with your Cosentyx treatment.
Thinking about your Cosentyx treatment, overall, how satisfied are you with each of the areas described below?
	
	Very Satisfied
	Mostly Satisfied
	Somewhat Satisfied
	Not Satisfied

	a. Improvement in symptoms (the way it relieves your symptoms)
	
	
	
	

	b. Speed of symptom improvement (amount of time it took to start working)
	
	
	
	

	c. How often you have to take the treatment  
	
	
	
	

	d. Method of administration (i.e., injection)
	
	
	
	

	e. Ease of use (auto-injector, prefilled syringe)
	
	
	
	

	f. Side effects experienced, if any
	
	
	
	

	g. Available patient support services provided by the company that makes Cosentyx (e.g., toll-free number for your questions or concerns; financial assistance in paying for your medicine) 
	
	
	
	





[ASK ONLY IF A “TAKEN IN THE PAST AND/OR 12 MONTHS” RESPONSE WAS GIVEN FOR ANY ROW IN Q7 OR Q8] How would you rate the following items for Cosentyx compared to your last treatment before Cosentyx?
	
	Cosentyx is Better
	About the Same
	Previous Treatment was Better

	a. Overall symptom improvement (the way it relieves your symptoms)
	
	
	

	b. Speed of symptom improvement (amount of time it took to start working)
	
	
	

	c. How often you have to take the treatment 
	
	
	

	d. Method of administration (i.e., oral, injection, infusion)
	
	
	

	e.  Ease of use (auto-injector, prefilled syringe, infusion in office)
	
	
	

	f. Side effects experienced, if any 
	
	
	

	g. Available patient support services provided by the company that makes the medication (e.g., toll-free number for your questions or concerns; financial assistance in paying for your medicine)
	
	
	

	h. Ease of switching (when you started taking it) 
	
	
	



[ASK IF (h) IN Q18 WAS MARKED AS ‘PREVIOUS TREATMENT WAS BETTER’] Please choose the ONE main reason why it was harder to switch to Cosentyx (compared to your last treatment). 
It didn’t work or stopped working as well (i.e., it wasn’t effective)
I did not like the side effects I experienced
I have anxiety or fear of injections/needles
The injection/infusion was painful
My insurance would not pay 
My co-pay was too high 
The treatment was not easy or convenient to take
The number of required visits to the doctor was too high
The number of blood tests required was too high
The frequency of dosing was too high
Other reason


Multi-Dimensional Health Assessment Questionnaire (MD-HAQ)
Multi-Dimensional Health Assessment Questionnaire (MDHAQ™)(R877-NP2R)
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FOR OFFICE USE ONLY
)This questionnaire includes information not available from blood tests, X-rays, or any source other than you.  Please try to answer each question, even if you do not think it is related to you at this time.  Try to complete as much as you can yourself, but if you need help, please ask.  There are no right or wrong answers.    Please answer exactly as you think or feel.  Thank you.
1. Please check (√) the ONE best answer for your abilities at this time:
	OVER THE PAST WEEK, were you able to:
	Without ANY difficulty
	With SOME difficulty
	With MUCH difficulty
	UNABLE to do


	a. Dress yourself, including tying shoelaces and doing buttons?
	□ 0
	□ 1
	□ 2
	□ 3

	b. Get in and out of bed?
	□ 0
	□ 1
	□ 2
	□ 3

	c. Lift a full cup or glass to your mouth?
	□ 0
	□ 1
	□ 2
	□ 3

	d. Walk outdoors on flat ground?
	□ 0
	□ 1
	□ 2
	□ 3

	e. Wash and dry your entire body?
	□ 0
	□ 1
	□ 2
	□ 3

	f. Bend down to pick up clothing from the floor?
	□ 0
	□ 1
	□ 2
	□ 3

	g. Turn regular faucets on and off?
	□ 0
	□ 1
	□ 2
	□ 3

	h. Get in and out of a car, bus, train, or airplane?
	□ 0
	□ 1
	□ 2
	□ 3

	i. Walk two miles or three kilometers, if you wish?
	□ 0
	□ 1
	□ 2
	□ 3

	j. Participate in recreational activities and sports as you wish?
	□ 0
	□ 1
	□ 2
	□ 3



	k. Get a good night’s sleep?
	□ 0
	□ 1.1
	□ 2.2
	□ 3.3

	l. Deal with feelings of anxiety or being nervous?
	□ 0
	□ 1.1
	□ 2.2
	□ 3.3

	m. Deal with feelings of depression or feeling blue?
	□ 0
	□ 1.1
	□ 2.2
	□ 3.3




 


[image: ]
2. How much pain have you had because of your condition OVER THE PAST WEEK?
      Please indicate below how severe your pain has been:
	NO																						PAIN AS BAD AS  
[image: ]	PAIN	0	0.5	1.0	1.5	2.0	2.5	3.0	3.5	4.0	4.5	5.0	5.5	6.0	6.5	7.0	7.5	8.0	8.5	9.0	9.5	10	IT COULD BE
3. Please place a check (√) in the appropriate spot to indicate the amount of pain you           
      are having today in each of the joint areas listed below:
	None	Mild     Moderate	Severe		None	Mild	Moderate	Severe
a. LEFT FINGERS	 0	 1	 2	 3	i. RIGHT FINGERS	 0	 1	 2	 3
b. LEFT WRIST	 0	 1	 2	 3	j. RIGHT WRIST	 0	 1	 2	 3
c. LEFT ELBOW	 0	 1	 2	 3	k. RIGHT ELBOW	 0	 1	 2	 3
d. LEFT SHOULDER	 0	 1	 2	 3	l. RIGHT SHOULDER	 0	 1	 2	 3
e. LEFT HIP	 0	 1	 2	 3	m. RIGHT HIP	 0	 1	 2	 3
f. LEFT KNEE	 0	 1	 2	 3	n. RIGHT KNEE	 0	 1	 2	 3
g. LEFT ANKLE	 0	 1	 2	 3	o. RIGHT ANKLE	 0	 1	 2	 3
h. LEFT TOES	 0	 1	 2	 3	p. RIGHT TOES	 0	 1	 2	 3
q. NECK	 0	 1	 2	 3	r. BACK	 0	 1	 2	 3
4.  Considering all the ways in which illness and health conditions may affect you at this                                                 
       time, please indicate below how you are doing:
	VERY																						VERY
	WELL	0	0.5	1.0	1.5	2.0	2.5	3.0	3.5	4.0	4.5	5.0	5.5	6.0	6.5	7.0	7.5	8.0	8.5	9.0	9.5	10	POORLY  
Page 1 of 2           		R877NP2R	MDHAQ © 2005 – All Rights Reserved	

5.  Please check (√) if you have experienced any of the following over the last month:
    Fever
    Weight gain (>10 lbs)
    Weight loss (>10 lbs)
    Feeling sickly
    Headaches
    Unusual fatigue
    Swollen glands
    Loss of appetite
    Skin rash or hives
    Unusual bruising or bleeding
    Other skin problems
    Loss of hair
    Dry eyes
    Other eye problems
    Problems with hearing
    Ringing in the ears
    Stuffy nose
    Sores in the mouth
    Dry mouth 
    Problems with smell or taste

    Lump in your throat
    Cough
    Shortness of breath 
    Wheezing
    Pain in the chest
    Heart pounding (palpitations)
    Trouble swallowing
    Heartburn or stomach gas
    Stomach pain or cramps
    Nausea
    Vomiting
    Constipation
    Diarrhea
    Dark or bloody stools
    Problems with urination
    Gynecological (female) problems
    Dizziness
    Losing your balance
    Muscle pain, aches, or cramps
    Muscle weakness
 (
FOR OFFICE USE ONLY
)

    Paralysis of arms or legs
    Numbness or tingling of arms or legs
 (
 
 
5. ROS:
 
 
 
)    Fainting spells
    Swelling of hands
 (
???????
)[image: ]    Swelling of ankles
    Swelling in other joints
    Joint pain
    Back pain 
    Neck pain
    Use of drugs not sold in stores
    Smoking cigarettes
    More than 2 alcoholic drinks per day
    Depression - feeling blue
    Anxiety - feeling nervous
    Problems with thinking
    Problems with memory
    Problems with sleeping
    Sexual problems
    Burning in sex organs
    Problems with social activities
          Please check (√) here if you have had none of the above over the last month: ______.
6.  When you awakened in the morning OVER THE LAST WEEK, did you feel stiff?  No     Yes  
	If “No,” please go to Item 7.  If “Yes,” please indicate the number of minutes_______, or hours _____
	until you are as limber as you will be for the day.
  7.  How do you feel TODAY compared to ONE WEEK AGO?  Please check () only one.
  Much Better  (1),	  Better  (2),   the Same  (3),   Worse  (4),   Much Worse  (5) than one week ago
  8.  How often do you exercise aerobically (sweating, increased heart rate, shortness of breath) for at least
	 one-half hour (30 minutes)? Please check () only one.
   3 or more times a week (3)     1-2 times per month (1)
   1-2 times per week       (2)     Do not exercise regularly (0)    Cannot exercise due to disability/ handicap (9)
  9. How much of a problem has UNUSUAL fatigue or tiredness been for you OVER THE PAST WEEK?
	FATIGUE IS																						FATIGUE IS A
	NO PROBLEM	0	0.5	1.0	1.5	2.0	2.5	3.0	3.5	4.0	4.5	5.0	5.5	6.0	6.5	7.0	7.5	8.0	8.5	9.0	9.5	10	MAJOR  PROBLEM   
10. Over the last 6 months have you had: [Please check (√)]
No  Yes  An operation or new illness
No	Yes	Medical emergency or stay overnight in hospital	
No	Yes	A fall, broken bone, or other accident or trauma 
No	Yes	An important new symptom or medical problem	 
No	Yes	Side effect(s) of any medication or drug	
No	Yes	Smoke cigarettes regularly	
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