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PATIENT INTERVIEW SCHEDULE 

TEAR SHEET (to be completed prior to the interview)


1.
Patient’s ID CODE:
01  _______



Site:
__________________________   Patient # ________________________________


2.
Patient’s Name: 
____________________________         _________________________





LAST NAME
FIRST NAME


Next-of-Kin Name: 
____________________________         _________________________




LAST NAME
FIRST NAME


3.
STATE:  __________________________


4.
Consent Letter Received:  _______ /_______ /_______


5.
Doctor’s Name and/ or Clinic for CAM:  ___________________________


6.
Therapy Type:  ___________________________


7.
Date Interviewed:
_______/_______/_______ 
Interviewer:
________________________


8.
Date Checked:
_______/_______/_______ 
By:

________________________


9.
Date Data Entered:
_______/_______/_______
CALL RECORD AND FIELD CONTACT RECORD 

Telephone Number:
  ( _______ ) _______-__________

	Contact Attempt
	Date
	Time of Call
	Outcome Code
	Interviewer

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	


DATE & TIME FOR CALLBACK: ____________________________________________________

NOTES

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

OUTCOME CODES

AM = Answering machine


PI    = Partial interview 

AP  = Made an appointment

PP   =  Phone problem
BZ  = Busy signal (phone, fax or modem)
CB  = Call back


NA  = No answer 


RF   = Refused

CI   = Completed interview


DS  = Disconnected

WN = Wrong number 

O   = Other (describe)
PATIENT INTERVIEW SCHEDULE

STRICTLY CONFIDENTIAL

The following interview has been designed by RAND as part of a study of cancer treatment.  The study has both the support and cooperation of your physician.  Its purpose is to obtain, as accurately as possible, information concerning the care that you received.  In order to do this, we require information about people who have used this type of care.  The interview should last about 30 minutes.

THIS IS NOT A TEST AND THERE ARE NO RIGHT OR WRONG ANSWERS.

All information will be used in the strictest confidence and will be seen only by our research staff.  Because the information collected is confidential there is no possibility of anyone identifying you from your answers.  You may skip any questions that you feel uncomfortable answering; however, please remember that it is important that all questions be answered if we are to assess your therapy. You may stop the interview at any time.

The Principal Investigator is Dr. Ian Coulter from RAND who can be contacted at 310-393-0411 extension 6759 if you wish to discuss the interview with him. I am Doctor (INSERT YOUR NAME) and I will be conducting this interview. I am a member of the research staff. Do I have your permission to continue with the interview?

Yes ________    No ______   If no,  May I ask you your reason for declining? __________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for your assistance.
SECTION A: DEMOGRAPHICS (To be partially completed before the interview)

First, I would like to ask some background questions about you.

1.
What is your birth date?   ______ /______ /______                       1a.  What is your age? ______






If refused, enter REFUSED



If refused, enter RF






If don’t know, enter DON’T KNOW


If don’t know, enter DK

2. What is your sex? 




(Check one)  


  
Male  

_____  (1) 











Female

_____  (2)
3. What is your marital status?
(Check one)  

Single

_____ (1)    

Married 
_____ (2)    

Divorced
_____ (3)    

Widowed 
_____ (4)

Refused
_____ (7)

Don’t know
_____ (9)

4. What is your highest level of education? 
(Check one)  

Grade school
_____ (1) 

High school
_____ (2)

Some college 
_____ (3)    

College degree 
_____ (4)

Graduate degree 
_____ (5) 

Refused
_____ (7)

Don’t know
_____ (9)

5. What is your ethnic origin? 
(Check all that apply) 
Caucasian  
_____ (1)

Black/African American 
_____ (2)

Hispanic/Latino 
_____ (3)

Asian/Pacific islander  
_____ (4)    

Other

_____ (5) Please could you specify:  ______________________

Refused

_____ (7)

Don’t know

_____ (9)

6. What type of health insurance do you have? 
(Check all that apply)
HMO


_____ (1)    

PPO 


_____ (2)    

Fee for Service
_____ (3)    

None 


_____ (4)   

Other


_____ (5) Please could you specify:  _______________________

Refused

_____ (7)

Don’t know

_____ (9)

7. What insurance coverage did you have for Immunoaugmentation Therapy?

HMO


_____ (1)    

PPO 


_____ (2)    

Fee for Service 
_____ (3)    

None 


_____ (4)   

Other


_____ (5) Please could you specify:  _______________________

Refused

_____ (7)

Don’t know

_____ (9)

8. What is your current or most recent occupation?  (ENTER VERBATIM)  

______________________________________________________________________________________

SECTION B. HEALTH STATUS  

We would like to begin by asking about your current health. 

	
	
	No
	Yes
	RF
	DK

	9.
	Do you have any trouble doing strenuous activities, like carrying a heavy shopping bag or a suitcase?
	1
	2
	7
	9

	10.
	Do you have any trouble taking a long walk?
	1
	2
	7
	9

	11.
	Do you have any trouble taking a short walk outside of the house?
	1
	2
	7
	9

	12.
	Do you have to stay in a bed or a chair for most of the day?
	1
	2
	7
	9

	13.
	Do you need help with eating, dressing, washing yourself or using the toilet?
	1
	2
	7
	9

	14.
	Are you limited in any way in doing either your work or doing household jobs?
	1
	2
	7
	9

	15.
	Are you completely unable to work at a job or do household jobs?
	1
	2
	7
	9


During the past week, have any of these things happened to you not at all, a little, quite a bit, or very much?

	
	Not at all
	A little
	Quite a bit
	Very much
	RF
	DK

	16.
	Were you short of breath?
	1
	2
	3
	4
	7
	9

	17.
	Have you had pain?
	1
	2
	3
	4
	7
	9

	18.
	Did you need to rest?
	1
	2
	3
	4
	7
	9

	19.
	Have you had trouble sleeping?
	1
	2
	3
	4
	7
	9

	20.
	Have you felt weak?
	1
	2
	3
	4
	7
	9

	21.
	Have you lacked appetite?
	1
	2
	3
	4
	7
	9

	(continued)
	Not at all
	A little
	Quite a bit
	Very much
	RF
	DK

	22.
	Have you felt nauseated?
	1
	2
	3
	4
	7
	9

	23.
	Have you vomited?
	1
	2
	3
	4
	7
	9

	24.
	Have you been constipated?
	1
	2
	3
	4
	7
	9

	25.
	Have you had diarrhea?
	1
	2
	3
	4
	7
	9

	26.
	Were you tired?
	1
	2
	3
	4
	7
	9

	27.
	Did pain interfere with your daily activities?
	1
	2
	3
	4
	7
	9

	28.
	Have you had difficulty in concentrating on things like reading a newspaper or watching television?
	1
	2
	3
	4
	7
	9

	29.
	Did you feel tense?
	1
	2
	3
	4
	7
	9

	30.
	Did you worry?
	1
	2
	3
	4
	7
	9

	31.
	Did you feel irritable?
	1
	2
	3
	4
	7
	9

	32.
	Did you feel depressed?
	1
	2
	3
	4
	7
	9

	33.
	Have you had difficulty remembering things?
	1
	2
	3
	4
	7
	9

	34.
	Has your physical condition or medical treatment interfered with your family life?
	1
	2
	3
	4
	7
	9

	35.
	Has you physical condition or medical treatment interfered with your social activities?
	1
	2
	3
	4
	7
	9

	36.
	Has your physical condition or medical treatment caused you financial difficulties?
	1
	2
	3
	4
	7
	9


For the following questions, on a scale of 1 to 7, where 1 is “Very Poor” and 7 is “Excellent” please tell me the number between 1 and 7 that best applies to you.

37. How would you rate your overall physical condition during the past week?

	(CIRCLE ONE)
	1
	2
	3
	4
	5
	6
	7
	RF
	DK

	
	Very Poor
	
	
	
	
	
	Excellent
	
	


38.  How would you rate your overall quality of life during the past week? 


	(CIRCLE ONE)
	1
	2
	3
	4
	5
	6
	7
	RF
	DK

	
	Very Poor
	
	
	
	
	
	Excellent
	
	


SECTION C. Immunoaugmentation Therapy (IAT)
I would now like to ask you some questions about your Immunoaugmentation (IAT) treatment.

39. 
How did you learn about the Immune Augmentation Therapy center? (Check all that apply)  
   

	
	(Check)
	

	Physician
	____
	(If checked, record the following)

	
	
	Can you tell me that person’s name?____________________________________

	
	
	Is this person your primary care physician or a specialist or both?

                                                                                (CHECK ALL THAT APPLY)


Primary Care
____


Specialist
____ 


       What type of specialist are they?______________________________


Refused
____


Don’t know
____

	
	
	Is this person a Complementary/Alternative Provider?


Yes

____


No

____


Refused
____


Don’t know
____

	CAM provider, not a physician
	____
	Can you tell me that person’s name? ___________________________________

	
	
	Do you know what is their specialty?  ___________________________________

	Another patient of the clinic
	____
	

	Friend / Family Member / Co-Worker who is not a patient of this clinic
	____
	

	Friend or relative of Doctor at the clinic
	____
	

	Local newspaper, radio, or TV
	____
	

	Advertisement
	____
	Where did you see or hear the advertisement? ____________________________

	Question 39 continued…
	(Check)
	

	Other
	____
	Specify:_______________________________________

	Refused
	____
	

	Don’t recall
	____
	


40.
At the time you started IAT, had your medical doctor for cancer recommended you seek complementary/alternative treatment?

Yes

____

No

____

Refused
____

Don’t know
____

41.
Did you inform any of your medical doctors that you were using IAT?  
Yes

____

No

____

Refused
____

Don’t know
____

41a.
(IF YES)  Does that include your oncologist?
Yes

____

No

____

Refused
____

Don’t know
____

42.
Did the IAT clinic request medical records from your primary doctor?
Yes

____

No

____

Refused
____

Don’t know
____

42a.  (IF YES)  Were the records obtained?   
Yes

____

No

____

Refused
____

Don’t know
____

43.
Did you have other forms of complementary or alternative medicine for the treatment of the cancer?

Yes

____  What were they? ________________________________

No

____

Refused
____

Don’t know
____

44.
Would you take IAT if you had the chance to begin your treatment over again? 

Yes

____

No

____

Refused
____

Don’t know
____

45.
Was there any difference between how you felt with IAT care and your other care? 

Yes

____

No

____

Refused
____

Don’t know
____

45a.  (IF YES)  How was it different? (RECORD VERBATIM)

	


46.
Why did you choose IAT for treatment of your cancer? (Check all that apply)
___ Failure of another form of complementary/alternative medicine

___ Failure of conventional therapy

___ Side effects of conventional therapy
___ Side effects of another form of complementary/alternative medicine
___ Philosophical congruence

___ Other, specify ___________________________________________

___ None of the above (no reason)

___ Refused

___ Don’t know

47. 
Did you use conventional therapy for your cancer?

Yes

____

No

____

Refused
____

Don’t know
____

47a.  (IF NO) How come?  (Check all that apply) 

___ Failure of conventional therapy

___ Side effects of conventional therapy

___ Philosophical reasons

___ Some other reason (specify) _____________________________________________

___ None of the above (no reason)

___ Refused

___ Don’t know

47b.
(IF YES) Did you complete conventional therapy?     

Yes

____

No

____

Refused
____

Don’t know
____

47b.  (IF COMPLETED) Was the following statement true:

“I completed conventional therapy, but was not cured”  

Yes

____

No

____

Refused
____

Don’t know
____

48.
What did you expect from your IAT treatment?   (RECORD VERBATIM)

	


49.
When you were being treated with IAT, did you tell your friends that an alternative medical practitioner was treating you?

Yes

____

No

____

Refused
____

Don’t know
____

50.
How far did you travel for IAT?  (CHECK ONE)
5 miles or less

____   

6-10 miles 

____

11-20 miles 

____

21-30 miles 

____

over 30 miles 

____

over 100 miles 
____   

over 500 miles  
____

over 1000 miles  
____

over 2000 miles 
____

Refused

____

Don’t know

____
51.
Do you have a family medical doctor? 

Yes

____

No

____

Refused
____

Don’t know
____

51a.  If yes, how often do you see this doctor?    

Yearly

____

Monthly
____

Weekly 
____

Other 

____ (specify) _____________________

Refused
____

Don’t know
____

52.
The last time you went to see your family medical doctor, how satisfied were you with the care you received?  Were you… (READ RESPONSES AND CHECK ONE)

Extremely satisfied 
____ 

Very satisfied 

____ 

Satisfied 

____

Somewhat satisfied
____

Not at all satisfied
____    

(DON’T READ) Refused
____

(DON’T READ) Don’t know
____

53.
Did you rely primarily upon alternative medicine providers for all of your medical care?
Yes

____

No

____

Refused
____

Don’t know
____

SECTION D: CONFIRMATION OF THE MEDICAL FILE 

Now, I would like to confirm the information we obtained from your medical files that we sent to you prior to this conversation.

54.
Did you receive the materials we sent?     

Yes

____

No

____  Arrange to resend information and/or make appointment for another phone conversation
55.
If you have the documents we sent you, can we review them with you now?  

Yes

____

No

____

56.
(IF NO) Would you like us to schedule another time to do it?  

Yes

____

No

____

56a.  (IF STILL NO) May I ask your reason for declining?

	


NEXT OF KIN INTERVIEW FOR IMMUNOAUGMENTED THERAPY (IAT)

RA

1700 MAIN STREET

SANTA MONICA CA  90401

Copyright 2001 by RAND

PATIENT INTERVIEW SCHEDULE 

TEAR SHEET (to be completed prior to the interview)


1.
Patient’s ID CODE:
01  _______



Site:
__________________________   Patient # ________________________________


2.
Patient’s Name: 
____________________________         _________________________





LAST NAME
FIRST NAME


Next-of-Kin Name: 
____________________________         _________________________




LAST NAME
FIRST NAME


3.
STATE:  __________________________


4.
Consent Letter Received:  _______ /_______ /_______


5.
Doctor’s Name and/ or Clinic for CAM:  ___________________________


6.
Therapy Type:  ___________________________


7.
Date Interviewed:
_______/_______/_______ 
Interviewer:
________________________


8.
Date Checked:
_______/_______/_______ 
By:

________________________


9.
Date Data Entered:
_______/_______/_______
CALL RECORD AND FIELD CONTACT RECORD 

Telephone Number:
  ( _______ ) _______-__________

	Contact Attempt
	Date
	Time of Call
	Outcome Code
	Interviewer

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	


DATE & TIME FOR CALLBACK: ____________________________________________________

NOTES

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

OUTCOME CODES

AM = Answering machine


PI    = Partial interview 

AP  = Made an appointment

PP   =  Phone problem
BZ  = Busy signal (phone, fax or modem)
CB  = Call back


NA  = No answer 


RF   = Refused

CI   = Completed interview


DS  = Disconnected

WN = Wrong number 

O   = Other (describe)
PATIENT INTERVIEW SCHEDULE

STRICTLY CONFIDENTIAL

The following interview has been designed by RAND as part of a study of cancer treatment.  The study has both the support and cooperation of the patient’s physician.  Its purpose is to obtain, as accurately as possible, information concerning the care that (PATIENT) received.  In order to do this, we require information about people who have used this type of care.  The interview should last about 30 minutes.

THIS IS NOT A TEST AND THERE ARE NO RIGHT OR WRONG ANSWERS.

All information will be used in the strictest confidence and will be seen only by our research staff.  Because the information collected is confidential there is no possibility of anyone identifying you or (PATIENT) from your answers.  You may skip any questions that you feel uncomfortable answering; however, please remember that it is important that all questions be answered if we are to assess the therapy. You may stop the interview at any time.

The Principal Investigator is Dr. Ian Coulter from RAND who can be contacted at 310-393-0411 extension 6759 if you wish to discuss the interview with him. I am Doctor (INSERT YOUR NAME) and I will be conducting this interview. I am a member of the research staff. Do I have your permission to continue with the interview?

Yes ________    No ______   If no,  May I ask you your reason for declining? __________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for your assistance.
SECTION X: RELATIONSHIP 

 What was (PATIENT’S) relationship to you? (CHECK ONE)


Spouse
____


Mother
____

Father 
____


Son

____ 


Daughter
____ 

Brother
____

Sister

____


Other

____ (SPECIFY:_______________)

We realize that you may not be able to answer many of the questions we will ask about (PATIENT).  We appreciate your help in answering what you can.

SECTION A: DEMOGRAPHICS (To be partially completed before the interview)

First, I would like to ask some background questions about (PATIENT).

1.
What was their birth date?   ______ /______ /______                       1a.  What was their age? ______






If refused, enter REFUSED



If refused, enter RF






If don’t know, enter DON’T KNOW


If don’t know, enter DK

2. What was their sex? 



(Check one)  


  
Male  

_____  (1) 











Female

_____  (2)
3. What was their marital status?
(Check one)  

Single

_____ (1)    

Married 
_____ (2)    

Divorced
_____ (3)    

Widowed 
_____ (4)

Refused
_____ (7)

Don’t know
_____ (9)

4. What was their highest level of education? 
(Check one)  

Grade school
_____ (1) 

High school
_____ (2)

Some college 
_____ (3)    

College degree 
_____ (4)

Graduate degree 
_____ (5) 

Refused
_____ (7)

Don’t know
_____ (9)
5. What was their ethnic origin? 
(Check all that apply) 
Caucasian  
_____ 

Black/African American 
_____ 

Hispanic/Latino 
_____ 

Asian/Pacific islander  
_____     

Other

_____  Please could you specify:  ________________________

Refused

_____ 

Don’t know

_____ 

6. What type of health insurance did they have? 
(Check all that apply)
HMO


_____   

PPO 


_____     

Fee for Service
_____     

None 


_____    

Other


_____  Please could you specify:  _________________________

Refused

_____ 

Don’t know

_____ 

7. What insurance coverage did they have for Immunoaugmentation Therapy?  (Check all that apply)
HMO


_____ 

PPO 


_____     

Fee for Service 
_____     

None 


_____    

Other


_____  Please could you specify:  _________________________

Refused

_____ 

Don’t know

_____ 

8. What was their most recent occupation?  (ENTER VERBATIM)  

______________________________________________________________________________________

SECTION B. HEALTH STATUS  

During the time (PATIENT) was being treated with IAT, how would you rate their health?  For the following two questions, on a scale of 1 to 7, where 1 is “Very Poor” and 7 is “Excellent” please tell me the number between 1 and 7 that best applied them.

37. How would you rate their overall physical condition during that time?

	(CIRCLE ONE)
	1
	2
	3
	4
	5
	6
	7
	RF
	DK

	
	Very Poor
	
	
	
	
	
	Excellent
	
	


38.  How would you rate their overall quality of life during that time? 


	(CIRCLE ONE)
	1
	2
	3
	4
	5
	6
	7
	RF
	DK

	
	Very Poor
	
	
	
	
	
	Excellent
	
	


SECTION C. Immunoaugmentation Therapy (IAT)
I would now like to ask you some questions about the Immunoaugmentation (IAT) treatment.

39. 
How did {PATIENT} learn about the Immune Augmentation Therapy center? (Check all that apply)  
   

	
	(Check)
	

	Physician
	____
	(If checked, record the following)

	
	
	Can you tell me that person’s name?___________________________________

	
	
	Was this person their primary care physician or a specialist or both?


Primary Care
____


Specialist
____

                    What type of specialist are they?_____________________________


Refused
____


Don’t know
____

	
	
	Is this person a Complementary/Alternative Provider?


Yes

____


No

____


Refused
____


Don’t know
____

	CAM provider, not a physician
	____
	Can you tell me that person’s name? ___________________________________

	
	
	Do you know what is their specialty?  ___________________________________

	Another patient of the clinic
	____
	

	Friend / Family Member / Co-Worker who is not a patient of this clinic
	____
	

	Friend or relative of Doctor at the clinic
	____
	

	Local newspaper, radio, or TV
	____
	

	Advertisement
	____
	Where did they see or hear the advertisement? ___________________________


	Question 39 continued
	(Check)
	

	Other
	____
	Specify:_______________________________________

	Refused
	____
	

	Don’t recall
	____
	


40.
At the time (PATIENT) started IAT, had their medical doctor for cancer recommended they seek complementary /alternative treatment?

Yes

____

No

____

Refused
____

Don’t know
____

41.
Did they inform any of their medical doctors that they were using IAT?  
Yes

____

No

____

Refused
____

Don’t know
____

41a.
(IF YES)  Does that include their oncologist?
Yes

____

No

____

Refused
____

Don’t know
____

42.
Did the IAT clinic request medical records from their primary doctor?
Yes

____

No

____

Refused
____

Don’t know
____

42a.  (IF YES)  Were the records obtained?   
Yes

____

No

____

Refused
____

Don’t know
____

43.
Did they have other forms of complementary or alternative medicine for the treatment of the cancer?

Yes

____  What were they? ________________________________

No

____

Refused
____

Don’t know
____

44.
Would you recommend IAT to someone else? 

Yes

____

No

____

Refused
____

Don’t know
____

45.
Was there any difference between how they felt with IAT care and their other care? 

Yes

____

No

____

Refused
____

Don’t know
____

45a.  (IF YES)  How was it different? (RECORD VERBATIM)

	


46.
Why did they choose IAT for treatment of their cancer? (Check all that apply)
___ Failure of another form of complementary/alternative medicine

___ Failure of conventional therapy

___ Side effects of conventional therapy
___ Side effects of another form of complementary/alternative medicine
___ Philosophical congruence

___ Other, specify ___________________________________________

___ None of the above (no reason)

___ Refused

___ Don’t know

47. 
Did they use conventional therapy for the cancer?

Yes

____

No

____

Refused
____

Don’t know
____

47a.  (IF NO) How come?  (Check all that apply) 
___ Failure of conventional therapy

___ Side effects of conventional therapy

___ Philosophical reasons

___ Some other reason (specify) _____________________________________________

___ None of the above (no reason)

___ Refused

___ Don’t know

47b.
(IF YES) Did they complete conventional therapy?     

Yes

____

No

____

Refused
____

Don’t know
____

47b.  (IF COMPLETED) Was the following statement true:

“(PATIENT) completed conventional therapy, but was not cured” 

Yes

____

No

____

Refused
____

Don’t know
____

48.
What did they expect from their IAT treatment?   (RECORD VERBATIM)

	


49.
When (PATIENT) was being treated with IAT, did they tell their friends that an alternative medical practitioner was treating them?

Yes

____

No

____

Refused
____

Don’t know
____

50.
How far did they travel for IAT?  (CHECK ONE)
5 miles or less

____   

6-10 miles 

____

11-20 miles 

____

21-30 miles 

____

over 30 miles 

____

over 100 miles 
____   

over 500 miles  
____

over 1000 miles  
____

over 2000 miles 
____

Refused

____

Don’t know

____
51.
Did they have a family medical doctor? 

Yes

____

No

____

Refused
____

Don’t know
____

51a.  If yes, how often do they see this doctor? 
Yearly

____

Monthly
____

Weekly 
____

Other 

____ (specify) _____________________

Refused
____

Don’t know
____

52.
Were they satisfied with the care they received from the family medical doctor?  Were they… (READ RESPONSES AND CHECK ONE)

Extremely satisfied 
____ 

Very satisfied 

____ 

Satisfied 

____

Somewhat satisfied
____

Not at all satisfied
____    

(DON’T READ) Refused
____

(DON’T READ) Don’t know
____

53.
Did (PATIENT) rely primarily upon alternative medicine providers for all of their medical care?
Yes

____

No

____

Refused
____

Don’t know
____

SECTION D: CONFIRMATION OF THE MEDICAL FILE 

Now, I would like to confirm the information we obtained from (PATIENT’S) medical files that we sent to you prior to this conversation.  Again, we realize you may not be able to confirm much of this, but it would help us if you can.

54.
Did you receive the materials we sent?     

Yes

____

No

____  Arrange to resend information and/or make appointment for another phone conversation
55.
If you have the documents we sent you, can we review them with you now?  

Yes

____

No

____

56.
(IF NO) Would you like us to schedule another time to do it?  

Yes

____

No

____

56a.  (IF STILL NO) May I ask your reason for declining?

	


PATIENT INTERVIEW FOR NALTREXONE THERAPY

RA

1700 MAIN STREET

SANTA MONICA CA  90401

Copyright 2001 by RAND

PATIENT INTERVIEW SCHEDULE 

TEAR SHEET (to be completed prior to the interview)


1.
Patient’s ID CODE:
01  _______



Site:
__________________________   Patient # ________________________________


2.
Patient’s Name: 
____________________________         _________________________





LAST NAME
FIRST NAME


Next-of-Kin Name: 
____________________________         _________________________




LAST NAME
FIRST NAME


3.
STATE:  __________________________


4.
Consent Letter Received:  _______ /_______ /_______


5.
Doctor’s Name and/ or Clinic for CAM:  ___________________________


6.
Therapy Type:  ___________________________


7.
Date Interviewed:
_______/_______/_______ 
Interviewer:
________________________


8.
Date Checked:
_______/_______/_______ 
By:

________________________


9.
Date Data Entered:
_______/_______/_______
CALL RECORD AND FIELD CONTACT RECORD 

Telephone Number:
  ( _______ ) _______-__________

	Contact Attempt
	Date
	Time of Call
	Outcome Code
	Interviewer

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	


DATE & TIME FOR CALLBACK: ____________________________________________________

NOTES

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

OUTCOME CODES

AM = Answering machine


PI    = Partial interview 

AP  = Made an appointment

PP   =  Phone problem
BZ  = Busy signal (phone, fax or modem)
CB  = Call back


NA  = No answer 


RF   = Refused

CI   = Completed interview


DS  = Disconnected

WN = Wrong number 

O   = Other (describe)
PATIENT INTERVIEW SCHEDULE

STRICTLY CONFIDENTIAL

The following interview has been designed by RAND as part of a study of cancer treatment.  The study has both the support and cooperation of your physician.  Its purpose is to obtain, as accurately as possible, information concerning the care that you received.  In order to do this, we require information about people who have used this type of care.  The interview should last about 30 minutes.

THIS IS NOT A TEST AND THERE ARE NO RIGHT OR WRONG ANSWERS.

All information will be used in the strictest confidence and will be seen only by our research staff.  Because the information collected is confidential there is no possibility of anyone identifying you from your answers.  You may skip any questions that you feel uncomfortable answering; however, please remember that it is important that all questions be answered if we are to assess your therapy. You may stop the interview at any time.

The Principal Investigator is Dr. Ian Coulter from RAND who can be contacted at 310-393-0411 extension 6759 if you wish to discuss the interview with him. I am Doctor (INSERT YOUR NAME) and I will be conducting this interview. I am a member of the research staff. Do I have your permission to continue with the interview?

Yes ________    No ______   If no,  May I ask you your reason for declining? __________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for your assistance.
SECTION A: DEMOGRAPHICS (To be partially completed before the interview)

First, I would like to ask some background questions about you.

1.
What is your birth date?   ______ /______ /______                       1a.  What is your age? ______






If refused, enter REFUSED



If refused, enter RF






If don’t know, enter DON’T KNOW


If don’t know, enter DK

2. What is your sex? 




(Check one)  


  
Male  

_____  (1) 











Female

_____  (2)
3. What is your marital status?
(Check one)  

Single

_____ (1)    

Married 
_____ (2)    

Divorced
_____ (3)    

Widowed 
_____ (4)

Refused
_____ (7)

Don’t know
_____ (9)

4. What is your highest level of education? 
(Check one)  

Grade school
_____ (1) 

High school
_____ (2)

Some college 
_____ (3)    

College degree 
_____ (4)

Graduate degree 
_____ (5) 

Refused
_____ (7)

Don’t know
_____ (9)

5. What is your ethnic origin? 
(Check all that apply) 
Caucasian  
_____ (1)

Black/African American 
_____ (2)

Hispanic/Latino 
_____ (3)

Asian/Pacific islander  
_____ (4)    

Other

_____ (5) Please could you specify:  ______________________

Refused

_____ (7)

Don’t know

_____ (9)

6. What type of health insurance do you have? 
(Check all that apply)
HMO


_____ (1)    

PPO 


_____ (2)    

Fee for Service
_____ (3)    

None 


_____ (4)   

Other


_____ (5) Please could you specify:  _______________________

Refused

_____ (7)

Don’t know

_____ (9)

7. What insurance coverage did you have for Naltrexone therapy?

HMO


_____ (1)    

PPO 


_____ (2)    

Fee for Service 
_____ (3)    

None 


_____ (4)   

Other


_____ (5) Please could you specify:  _______________________

Refused

_____ (7)

Don’t know

_____ (9)

8. What is your current or most recent occupation?  (ENTER VERBATIM)  

______________________________________________________________________________________

SECTION B. HEALTH STATUS  

We would like to begin by asking about your current health. 

	
	
	No
	Yes
	RF
	DK

	9.
	Do you have any trouble doing strenuous activities, like carrying a heavy shopping bag or a suitcase?
	1
	2
	7
	9

	10.
	Do you have any trouble taking a long walk?
	1
	2
	7
	9

	11.
	Do you have any trouble taking a short walk outside of the house?
	1
	2
	7
	9

	12.
	Do you have to stay in a bed or a chair for most of the day?
	1
	2
	7
	9

	13.
	Do you need help with eating, dressing, washing yourself or using the toilet?
	1
	2
	7
	9

	14.
	Are you limited in any way in doing either your work or doing household jobs?
	1
	2
	7
	9

	15.
	Are you completely unable to work at a job or do household jobs?
	1
	2
	7
	9


During the past week, have any of these things happened to you not at all, a little, quite a bit, or very much?

	
	Not at all
	A little
	Quite a bit
	Very much
	RF
	DK

	16.
	Were you short of breath?
	1
	2
	3
	4
	7
	9

	17.
	Have you had pain?
	1
	2
	3
	4
	7
	9

	18.
	Did you need to rest?
	1
	2
	3
	4
	7
	9

	19.
	Have you had trouble sleeping?
	1
	2
	3
	4
	7
	9

	20.
	Have you felt weak?
	1
	2
	3
	4
	7
	9

	21.
	Have you lacked appetite?
	1
	2
	3
	4
	7
	9

	(continued)
	Not at all
	A little
	Quite a bit
	Very much
	RF
	DK

	22.
	Have you felt nauseated?
	1
	2
	3
	4
	7
	9

	23.
	Have you vomited?
	1
	2
	3
	4
	7
	9

	24.
	Have you been constipated?
	1
	2
	3
	4
	7
	9

	25.
	Have you had diarrhea?
	1
	2
	3
	4
	7
	9

	26.
	Were you tired?
	1
	2
	3
	4
	7
	9

	27.
	Did pain interfere with your daily activities?
	1
	2
	3
	4
	7
	9

	28.
	Have you had difficulty in concentrating on things like reading a newspaper or watching television?
	1
	2
	3
	4
	7
	9

	29.
	Did you feel tense?
	1
	2
	3
	4
	7
	9

	30.
	Did you worry?
	1
	2
	3
	4
	7
	9

	31.
	Did you feel irritable?
	1
	2
	3
	4
	7
	9

	32.
	Did you feel depressed?
	1
	2
	3
	4
	7
	9

	33.
	Have you had difficulty remembering things?
	1
	2
	3
	4
	7
	9

	34.
	Has your physical condition or medical treatment interfered with your family life?
	1
	2
	3
	4
	7
	9

	35.
	Has you physical condition or medical treatment interfered with your social activities?
	1
	2
	3
	4
	7
	9

	36.
	Has your physical condition or medical treatment caused you financial difficulties?
	1
	2
	3
	4
	7
	9


For the following questions, on a scale of 1 to 7, where 1 is “Very Poor” and 7 is “Excellent” please tell me the number between 1 and 7 that best applies to you.

37. How would you rate your overall physical condition during the past week?

	(CIRCLE ONE)
	1
	2
	3
	4
	5
	6
	7
	RF
	DK

	
	Very Poor
	
	
	
	
	
	Excellent
	
	


38.  How would you rate your overall quality of life during the past week? 


	(CIRCLE ONE)
	1
	2
	3
	4
	5
	6
	7
	RF
	DK

	
	Very Poor
	
	
	
	
	
	Excellent
	
	


SECTION C. Naltrexone Therapy
I would now like to ask you some questions about your Naltrexone Therapy.

39. 
How did you learn about Naltrexone Therapy and Dr. Bihari’s clinic? (Check all that apply)  
   

	
	(Check)
	

	Physician
	____
	(If checked, record the following)

	
	
	Can you tell me that person’s name?____________________________________

	
	
	Is this person your primary care physician or a specialist or both?

                                                                                (CHECK ALL THAT APPLY)


Primary Care
____


Specialist
____ 


       What type of specialist are they?______________________________


Refused
____


Don’t know
____

	
	
	Is this person a Complementary/Alternative Provider?


Yes

____


No

____


Refused
____


Don’t know
____

	CAM provider, not a physician
	____
	Can you tell me that person’s name? ___________________________________

	
	
	Do you know what is their specialty?  ___________________________________

	Another patient of the clinic
	____
	

	Friend / Family Member / Co-Worker who is not a patient of this clinic
	____
	

	Friend or relative of Doctor at the clinic
	____
	

	Local newspaper, radio, or TV
	____
	

	Advertisement
	____
	Where did you see or hear the advertisement? ____________________________

	Question 39 continued…
	(Check)
	

	Other
	____
	Specify:_______________________________________

	Refused
	____
	

	Don’t recall
	____
	


40.
At the time you started Naltrexone therapy, had your medical doctor for cancer recommended you seek complementary/alternative treatment?

Yes

____

No

____

Refused
____

Don’t know
____

41.
Did you inform any of your medical doctors that you were using Naltrexone therapy?  
Yes

____

No

____

Refused
____

Don’t know
____

41a.
(IF YES)  Does that include your oncologist?
Yes

____

No

____

Refused
____

Don’t know
____

42.
Did Dr. Bihari’s clinic request medical records from your primary doctor?
Yes

____

No

____

Refused
____

Don’t know
____

42a.  (IF YES)  Were the records obtained?   
Yes

____

No

____

Refused
____

Don’t know
____

43.
Did you have other forms of complementary or alternative medicine for the treatment of the cancer?

Yes

____  What were they? ________________________________

No

____

Refused
____

Don’t know
____

44.
Would you use Naltrexone therapy if you had the chance to begin your treatment over again? 

Yes

____

No

____

Refused
____

Don’t know
____

45.
Was there any difference between how you felt with Naltrexone therapy and your other care? 

Yes

____

No

____

Refused
____

Don’t know
____

45a.  (IF YES)  How was it different? (RECORD VERBATIM)

	


46.
Why did you choose Naltrexone therapy for treatment of your cancer? (Check all that apply)
___ Failure of another form of complementary/alternative medicine

___ Failure of conventional therapy

___ Side effects of conventional therapy
___ Side effects of another form of complementary/alternative medicine
___ Philosophical congruence

___ Other, specify ___________________________________________

___ None of the above (no reason)

___ Refused

___ Don’t know

47. 
Did you use conventional therapy for your cancer?

Yes

____

No

____

Refused
____

Don’t know
____

47a.  (IF NO) How come?  (Check all that apply) 

___ Failure of conventional therapy

___ Side effects of conventional therapy

___ Philosophical reasons

___ Some other reason (specify) _____________________________________________

___ None of the above (no reason)

___ Refused

___ Don’t know

47b.
(IF YES) Did you complete conventional therapy?     

Yes

____

No

____

Refused
____

Don’t know
____

47b.  (IF COMPLETED) Was the following statement true:

“I completed conventional therapy, but was not cured”  

Yes

____

No

____

Refused
____

Don’t know
____

48.
What did you expect from your Naltrexone therapy?   (RECORD VERBATIM)

	


49.
When you were being treated by Dr. Bihari, did you tell your friends that an alternative medical practitioner was treating you?

Yes

____

No

____

Refused
____

Don’t know
____

50.
How far did you travel to go to Dr. Bihari’s clinic?  (CHECK ONE)
5 miles or less

____   

6-10 miles 

____

11-20 miles 

____

21-30 miles 

____

over 30 miles 

____

over 100 miles 
____   

over 500 miles  
____

over 1000 miles  
____

over 2000 miles 
____

Refused

____

Don’t know

____
51.
Do you have a family medical doctor? 

Yes

____

No

____

Refused
____

Don’t know
____

51a.  If yes, how often do you see this doctor?    

Yearly

____

Monthly
____

Weekly 
____

Other 

____ (specify) _____________________

Refused
____

Don’t know
____

52.
The last time you went to see your family medical doctor, how satisfied were you with the care you received?  Were you… (READ RESPONSES AND CHECK ONE)

Extremely satisfied 
____ 

Very satisfied 

____ 

Satisfied 

____

Somewhat satisfied
____

Not at all satisfied
____    

(DON’T READ) Refused
____

(DON’T READ) Don’t know
____

53.
Did you rely primarily upon alternative medicine providers for all of your medical care?
Yes

____

No

____

Refused
____

Don’t know
____

SECTION D: CONFIRMATION OF THE MEDICAL FILE 

Now, I would like to confirm the information we obtained from your medical files that we sent to you prior to this conversation.

54.
Did you receive the materials we sent?     

Yes

____

No

____  Arrange to resend information and/or make appointment for another phone conversation
55.
If you have the documents we sent you, can we review them with you now?  

Yes

____

No

____

56.
(IF NO) Would you like us to schedule another time to do it?  

Yes

____

No

____

56a.  (IF STILL NO) May I ask your reason for declining?
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PATIENT INTERVIEW SCHEDULE 

TEAR SHEET (to be completed prior to the interview)


1.
Patient’s ID CODE:
01  _______



Site:
__________________________   Patient # ________________________________


2.
Patient’s Name: 
____________________________         _________________________





LAST NAME
FIRST NAME


Next-of-Kin Name: 
____________________________         _________________________




LAST NAME
FIRST NAME


3.
STATE:  __________________________


4.
Consent Letter Received:  _______ /_______ /_______


5.
Doctor’s Name and/ or Clinic for CAM:  ___________________________


6.
Therapy Type:  ___________________________


7.
Date Interviewed:
_______/_______/_______ 
Interviewer:
________________________


8.
Date Checked:
_______/_______/_______ 
By:

________________________


9.
Date Data Entered:
_______/_______/_______
CALL RECORD AND FIELD CONTACT RECORD 

Telephone Number:
  ( _______ ) _______-__________

	Contact Attempt
	Date
	Time of Call
	Outcome Code
	Interviewer

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	


DATE & TIME FOR CALLBACK: ____________________________________________________

NOTES

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

OUTCOME CODES

AM = Answering machine


PI    = Partial interview 

AP  = Made an appointment

PP   =  Phone problem
BZ  = Busy signal (phone, fax or modem)
CB  = Call back


NA  = No answer 


RF   = Refused

CI   = Completed interview


DS  = Disconnected

WN = Wrong number 

O   = Other (describe)
PATIENT INTERVIEW SCHEDULE

STRICTLY CONFIDENTIAL

The following interview has been designed by RAND as part of a study of cancer treatment.  The study has both the support and cooperation of the patient’s physician.  Its purpose is to obtain, as accurately as possible, information concerning the care that (PATIENT) received.  In order to do this, we require information about people who have used this type of care.  The interview should last about 30 minutes.

THIS IS NOT A TEST AND THERE ARE NO RIGHT OR WRONG ANSWERS.

All information will be used in the strictest confidence and will be seen only by our research staff.  Because the information collected is confidential there is no possibility of anyone identifying you or (PATIENT) from your answers.  You may skip any questions that you feel uncomfortable answering; however, please remember that it is important that all questions be answered if we are to assess the therapy. You may stop the interview at any time.

The Principal Investigator is Dr. Ian Coulter from RAND who can be contacted at 310-393-0411 extension 6759 if you wish to discuss the interview with him. I am Doctor (INSERT YOUR NAME) and I will be conducting this interview. I am a member of the research staff. Do I have your permission to continue with the interview?

Yes ________    No ______   If no,  May I ask you your reason for declining? __________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for your assistance.
SECTION X: RELATIONSHIP 

 What was (PATIENT’S) relationship to you? (CHECK ONE)


Spouse
____


Mother
____

Father 
____


Son

____ 


Daughter
____ 

Brother
____

Sister

____


Other

____ (SPECIFY:_______________)

We realize that you may not be able to answer many of the questions we will ask about (PATIENT).  We appreciate your help in answering what you can.

SECTION A: DEMOGRAPHICS (To be partially completed before the interview)

First, I would like to ask some background questions about (PATIENT).

1.
What was their birth date?   ______ /______ /______                       1a.  What was their age? ______






If refused, enter REFUSED



If refused, enter RF






If don’t know, enter DON’T KNOW


If don’t know, enter DK

2. What was their sex? 



(Check one)  


  
Male  

_____  (1) 











Female

_____  (2)
3. What was their marital status?
(Check one)  

Single

_____ (1)    

Married 
_____ (2)    

Divorced
_____ (3)    

Widowed 
_____ (4)

Refused
_____ (7)

Don’t know
_____ (9)

4. What was their highest level of education? 
(Check one)  

Grade school
_____ (1) 

High school
_____ (2)

Some college 
_____ (3)    

College degree 
_____ (4)

Graduate degree 
_____ (5) 

Refused
_____ (7)

Don’t know
_____ (9)

5. What was their ethnic origin? 
(Check all that apply) 
Caucasian  
_____ 

Black/African American 
_____ 

Hispanic/Latino 
_____ 

Asian/Pacific islander  
_____     

Other

_____  Please could you specify:  ________________________

Refused

_____ 

Don’t know

_____ 

6. What type of health insurance did they have? 
(Check all that apply)
HMO


_____   

PPO 


_____     

Fee for Service
_____     

None 


_____    

Other


_____  Please could you specify:  _________________________

Refused

_____ 

Don’t know

_____ 

7. What insurance coverage did they have for Naltrexone therapy?  (Check all that apply)
HMO


_____ 

PPO 


_____     

Fee for Service 
_____     

None 


_____    

Other


_____  Please could you specify:  _________________________

Refused

_____ 

Don’t know

_____ 

8. What was their most recent occupation?  (ENTER VERBATIM)  

______________________________________________________________________________________

SECTION B. HEALTH STATUS  

During the time (PATIENT) was being treated with Naltrexone therapy, how would you rate their health?  For the following two questions, on a scale of 1 to 7, where 1 is “Very Poor” and 7 is “Excellent” please tell me the number between 1 and 7 that best applied them.

37. How would you rate their overall physical condition during that time?

	(CIRCLE ONE)
	1
	2
	3
	4
	5
	6
	7
	RF
	DK

	
	Very Poor
	
	
	
	
	
	Excellent
	
	


38.  How would you rate their overall quality of life during that time? 


	(CIRCLE ONE)
	1
	2
	3
	4
	5
	6
	7
	RF
	DK

	
	Very Poor
	
	
	
	
	
	Excellent
	
	


SECTION C. Naltrexone Therapy
I would now like to ask you some questions about the Naltrexone therapy.

39. 
How did (PATIENT) learn about Naltrexone therapy and Dr. Bihari’s clinic? (Check all that apply)  
   

	
	(Check)
	

	Physician
	____
	(If checked, record the following)

	
	
	Can you tell me that person’s name?___________________________________

	
	
	Was this person their primary care physician or a specialist or both?


Primary Care
____


Specialist
____

                    What type of specialist are they?_____________________________


Refused
____


Don’t know
____

	
	
	Is this person a Complementary/Alternative Provider?


Yes

____


No

____


Refused
____


Don’t know
____

	CAM provider, not a physician
	____
	Can you tell me that person’s name? ___________________________________

	
	
	Do you know what is their specialty?  ___________________________________

	Another patient of the clinic
	____
	

	Friend / Family Member / Co-Worker who is not a patient of this clinic
	____
	

	Friend or relative of Doctor at the clinic
	____
	

	Local newspaper, radio, or TV
	____
	

	Advertisement
	____
	Where did they see or hear the advertisement? ___________________________


	Question 39 continued
	(Check)
	

	Other
	____
	Specify:_______________________________________

	Refused
	____
	

	Don’t recall
	____
	


40.
At the time (PATIENT) started Naltrexone therapy, had their medical doctor for cancer recommended they seek complementary /alternative treatment?

Yes

____

No

____

Refused
____

Don’t know
____

41.
Did they inform any of their medical doctors that they were using Naltrexone therapy?  
Yes

____

No

____

Refused
____

Don’t know
____

41a.
(IF YES)  Does that include their oncologist?
Yes

____

No

____

Refused
____

Don’t know
____

42.
Did Dr. Bihari’s clinic request medical records from their primary doctor?
Yes

____

No

____

Refused
____

Don’t know
____

42a.  (IF YES)  Were the records obtained?   
Yes

____

No

____

Refused
____

Don’t know
____

43.
Did they have other forms of complementary or alternative medicine for the treatment of the cancer?

Yes

____  What were they? ________________________________

No

____

Refused
____

Don’t know
____

44.
Would you recommend Naltrexone therapy to someone else? 

Yes

____

No

____

Refused
____

Don’t know
____

45.
Was there any difference between how they felt with Naltrexone therapy and their other care? 

Yes

____

No

____

Refused
____

Don’t know
____

45a.  (IF YES)  How was it different? (RECORD VERBATIM)

	


46.
Why did they choose Naltrexone therapy for treatment of their cancer? (Check all that apply)
___ Failure of another form of complementary/alternative medicine

___ Failure of conventional therapy

___ Side effects of conventional therapy
___ Side effects of another form of complementary/alternative medicine
___ Philosophical congruence

___ Other, specify ___________________________________________

___ None of the above (no reason)

___ Refused

___ Don’t know

47. 
Did they use conventional therapy for the cancer?

Yes

____

No

____

Refused
____

Don’t know
____

47a.  (IF NO) How come?  (Check all that apply) 
___ Failure of conventional therapy

___ Side effects of conventional therapy

___ Philosophical reasons

___ Some other reason (specify) _____________________________________________

___ None of the above (no reason)

___ Refused

___ Don’t know

47b.
(IF YES) Did they complete conventional therapy?     

Yes

____

No

____

Refused
____

Don’t know
____

47b.  (IF COMPLETED) Was the following statement true:

“(PATIENT) completed conventional therapy, but was not cured” 

Yes

____

No

____

Refused
____

Don’t know
____

48.
What did they expect from their Naltrexone therapy?   (RECORD VERBATIM)

	


49.
When (PATIENT) was being treated by Dr. Bihari, did they tell their friends that an alternative medical practitioner was treating them?

Yes

____

No

____

Refused
____

Don’t know
____

50.
How far did they travel to get to Dr. Bihari’s clinic?  (CHECK ONE)
5 miles or less

____   

6-10 miles 

____

11-20 miles 

____

21-30 miles 

____

over 30 miles 

____

over 100 miles 
____   

over 500 miles  
____

over 1000 miles  
____

over 2000 miles 
____

Refused

____

Don’t know

____
51.
Did they have a family medical doctor? 

Yes

____

No

____

Refused
____

Don’t know
____

51a.  If yes, how often do they see this doctor? 
Yearly

____

Monthly
____

Weekly 
____

Other 

____ (specify) _____________________

Refused
____

Don’t know
____

52.
Were they satisfied with the care they received from the family medical doctor?  Were they… (READ RESPONSES AND CHECK ONE)

Extremely satisfied 
____ 

Very satisfied 

____ 

Satisfied 

____

Somewhat satisfied
____

Not at all satisfied
____    

(DON’T READ) Refused
____

(DON’T READ) Don’t know
____

53.
Did (PATIENT) rely primarily upon alternative medicine providers for all of their medical care?
Yes

____

No

____

Refused
____

Don’t know
____

SECTION D: CONFIRMATION OF THE MEDICAL FILE 

Now, I would like to confirm the information we obtained from (PATIENT’S) medical files that we sent to you prior to this conversation.  Again, we realize you may not be able to confirm much of this, but it would help us if you can.

54.
Did you receive the materials we sent?     

Yes

____

No

____  Arrange to resend information and/or make appointment for another phone conversation
55.
If you have the documents we sent you, can we review them with you now?  

Yes

____

No

____

56.
(IF NO) Would you like us to schedule another time to do it?  

Yes

____

No

____

56a.  (IF STILL NO) May I ask your reason for declining?

	



