


SUPPLEMENT
Table S1. questionnaire (case report form; CRF) in English.
	Number
	During the last 7 days, have you had any of the following problems with your work or other regular activities as a result of your therapy program? (role-physical)

	*
	What is your profession? What is your normal workload? (x FTE?)
	 |_| retired
|_| profession if not retired yet: _____
|_| _____  FTE

	**
	What are your regular activities?
	|_| _____
|_| _____
|_| _____
|_| _____

	13
	Cut down on the amount of time you spent on work or other activities
	|_| yes
	|_| no

	13a
	If yes: How much reduction?
	|_| > 20%
|_| > 50%
|_| > 80%
	

	14
	Accomplished less than you would like
	|_| yes 
	|_| no

	14b
	If yes: How much reduction?
	|_| > 20%
|_| > 50%
|_| > 80%
	

	15
	Were limited in the kind of work or other activities
	|_| yes
	|_| no

	16
	Had difficulty performing the work or other activities (for example, it took extra effort)
	|_| yes 
	|_| no

	16d
	Why?
	|_| tiredness
|_| pain
|_| insecurity with handling of infusion device?
|_| other: _____

	
	During the last 7 days, have you had any of the following problems with your work or other regular daily activities as a result of any emotional problems? (role-emotional)

	
	Yes
	no

	17
	Cut down on the amount of time you spent on work or other activities
	|_|
	|_|

	18
	Accomplished less than you would like
	|_|
	|_|

	19
	Didn’t work or other activities as carefully as usual
	|_|
	|_|

	20
	During the last 7 days, to what extent has your physical health or emotional problems interfered with your normal social activities with family, friends, neighbours or groups? (social functioning)

	
	|_| not at all
|_| slightly
|_| moderately
|_| quite a bit
|_| extremely

	
	These questions are about how you feel and how things have been with you during the last 7 days. Please give the one answer that is closest to the way you have been feeling for each item. (emotional well-being)

	
	All of the time
	Most of the time
	A good bit of the time
	Some of the time
	A little of the time
	None of the time

	24
	Have you been a very nervous person?
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	25
	Have you felt so down in the dumps that nothing could cheer you up?
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	26
	Have you felt calm and peaceful?
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	28
	Have you felt downhearted and blue?
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	30
	Have you been a happy person?
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	32 
	During the last 7 days, how much of the time has your physical health or emotional problems interfered with your social activities (like visiting with friends, relatives, etc.) (social functioning)

	
	|_| all of the time
|_| most of the time
|_| some of the time
|_| a little of the time
|_| none of the time

	
	TRUE or FALSE (organizational information)

	37
	When you had important questions to ask a nurse, did you get answers that you could understand?
	|_| Yes
	|_| No

	38
	If you had any anxieties or fears about your condition or treatment.
Did somebody from the OPAT team discuss them with you?
	|_| Yes
	|_| No

	39
	Did you want to be more involved in decisions made about your care and treatment?
	|_| Yes
	|_| No

	
	If yes, please tell us
	|_| _____

	40
	Did a member of the OPAT Team tell the purpose of the medicines you were to take at home in a way you could understand?
	|_| Yes
	|_| No

	41
	Did a member of the OPAT Team tell you about medication side effects to watch for when you went home?
	|_| Yes
	|_| No

	42
	Did someone tell you about danger signals regarding your illness or treatment to watch after you went home?
	|_| Yes
	|_| No

	43
	Did you feel secure during therapy?
	|_| Yes
	|_| No

	
	If no: why?
	|_| don’t know where to ask my questions
|_| feeling uncomfortable
|_| overstrained with the tasks
|_| _____

	44
	Did you need support during the last 7 days?
	|_| Yes
	|_| No

	
	If yes: who did support you?
	|_| partner in household
|_| family
|_| homecare
|_| day clinic at the hospital
|_| _____

	
	If yes: how did this person help you with?
	|_| personal hygiene
|_| household
|_| therapy itself
|_| _____

	
	Final questions

	45
	Do you recommend the therapy for other patients?
	|_| Yes
	|_| No
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	If you could change something on your therapy, what would change and why?
	|_| _____




