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Patient-centered and value-based health care 
frameworks have gained global recognition 
in recent years, with the aims of putting the 

patient first and achieving better outcomes at lower 
costs.1–4 Key in these frameworks is responding to 
individual information needs and treatment goals,5 
aiming for high satisfaction with the treatment 
results.6–11 It is important, therefore, for clinicians 
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The PSN had excellent discriminative validity (Cramer V, 0.48; P < 0.001) and 
moderate to high test-retest reliability (kappa, 0.46 to 0.68; intraclass correla-
tion coefficients, 0.53 to 0.73).
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clinically relevant treatment outcomes. The PSN may function as a conver-
sation starter, facilitate expectation management, and aid shared decision- 
making. The PSN is implementation-ready and can be readily adapted to other 
patient populations.   (Plast. Reconstr. Surg. 154: 787, 2024.)
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to be well informed about the patient’s informa-
tion needs and treatment goals. Clinicians aim to 
meet patients’ needs and goals, but sometimes a 
misalignment occurs. For instance, a surgeon may 
prioritize pain relief with a joint replacement, while 
the patient prioritizes hand appearance. This mis-
alignment can induce a treatment plan that does 
not fully meet the patient’s needs or goals.

In routine care, clinicians must understand 
each patient’s information needs, as patients 
require information to comprehend their medi-
cal situation, participate in decision-making, 
and manage expectations. Providing targeted, 
patient-specific information improves shared 
decision-making,12 daily functioning,13 treatment 
adherence,14 quality of life, the patient’s mindset, 
pretreatment expectations,15–23 and satisfaction 
with care and treatment results.24 Since informa-
tion provision is modifiable,25–28 outcomes can 
be improved. There is a lack of concise, patient-
reported tools that focus on patients’ informa-
tion needs and treatment goals. These needs 
and goals may be, for example, understanding 
the diagnosis or regaining the ability to perform 
daily activities. Setting goals enhances patient 
participation, treatment adherence, and moti-
vation, thereby ultimately improving outcomes 
and satisfaction with treatment results.29–31 There 
are several limitations to existing tools that assess 
patient-specific limitations or goals, including the 
Canadian Occupational Performance Measure,32 
Goal Attainment Scaling,33 the Patient-Specific 
Goalsetting Method,34 and the Patient-Specific 
Functional Scale.35 These limitations depend 
on the specific tool and include being time- 
consuming,31 having the potential for thera-
pist bias,32–34 and only focusing on the activities 
and participation levels instead of all levels of 
the International Classification of Functioning, 
Disability, and Health.32–36 Moreover, they do not 
assess patient-specific improvement goals (ie, when 
is the patient satisfied with the treatment results?). 
Patient-specific improvement goals may depend 
on condition, treatment type, baseline score, and 
other patient-specific factors. For example, a recre-
ational tennis player may consider a change from 4 
to 8 on a scale of 0 to 10 to be satisfactory, whereas 
a professional tennis player may not. We introduce 
the personal meaningful gain (PMG) to represent 
the improvement an individual wants to obtain 
in a domain relevant to that individual, given the 
baseline score. Knowing the patient’s information 
needs, individual goal, and PMG before treatment 
will allow clinicians to improve decision support 
and facilitate expectation management.

This study introduces the Patient-Specific Needs 
Evaluation (PSN), a brief patient-reported tool 
that assesses patient-specific information needs, 
treatment goals, and PMG before a first clinician 
consultation. Specifically, the first objective of this 
study was to describe the development of the brief, 
easy-to-use patient-reported tool to assess patient-
specific information needs, treatment goals, and 
PMG. This tool was initially developed for patients 
with hand and wrist conditions, but we designed it 
to be easily adapted in other patient populations. 
The second study objective was to examine the 
PSN’s discriminative validity (ie, its ability to distin-
guish satisfied from dissatisfied patients) and test-
retest reliability. The third study objective was to 
describe the results of the final PSN.

METHODS

Study Design
This was a user-centered mixed-methods study 

of patients with hand or wrist conditions, health 
care providers, and other stakeholders. We used 
the Consensus-Based Standards for the Selection 
of Health Measurement Instruments guidelines 
on patient-reported outcome measure develop-
ment and measurement properties.37

Setting
We developed the PSN at Erasmus Medical 

Center (an academic hospital) and Xpert Clinics 
(a specialized clinic for hand and wrist care) in 
the Netherlands. Data were collected at Xpert 
Clinics20 between July and August of 2023. The 
medical ethics review committee of Erasmus 
Medical Center approved this study, and all par-
ticipants provided informed consent.

Research Team
The core research team consisted of hand sur-

geons and therapists (W.A.d.R., Y.E.v.K., R.M.W., 
S.E.R.H., G.R.A., A.d.R., G.M.V., and J.C.M.), 
professionals with experience in developing mea-
surement sets and tools (R.M.W., S.E.R.H., H.P.S., 
J.C.M., and R.W.S.),11,38–41 and electronic data 
capturing and implementation experts (H.P.S., 
Y.E.v.K., R.M.W., R.W.S., S.E.R.H., J.C.M., G.M.V., 
and W.A.d.R.).20,42 We consulted other clinicians, 
language experts, and native English speakers.

PSN Development Process
Development of the PSN was iterative and 

comprised 5 overlapping stages, with each stage 
informing subsequent stages (Fig. 1). Stage 1 
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included literature studies and expert meetings. 
After developing an item bank, we conducted a 
pilot study and survey on completeness and under-
standability in stage 2. Stage 3 included cognitive 
debriefing of patients and clinicians and refin-
ing of the item bank. We gathered expert input 
in stage 4, and consulted a language expert, per-
formed crosscultural translation, and repeated 
the survey for the final PSN in stage 5 (for more 
details, see Fig. 1).

Participants
We used different samples to develop the 

PSN and establish the discriminative validity 
and test-retest reliability (Fig. 1). For all sam-
ples, patients were eligible if they were adults, 
had any hand or wrist condition, completed our 
intake questionnaire, and understood the Dutch 
language. All questionnaires were completed 
digitally.

For the survey, we excluded patients who gave 
inconsistent answers (eg, stating “fair” on under-
standability but stating that all is clear in the asso-
ciated comments box).

For discriminative validity, we included 
patients who completed the PSN at baseline and at 
3-month follow-up, as well as the Satisfaction with 
Treatment Results Questionnaire at 3 months.10,11 
We prospectively invited patients to participate in 
a test-retest study and complete the PSN for a sec-
ond time 3 to 5 days after initial completion. The 
retest remained accessible for 6 days (ie, a possi-
ble time interval of 3 to 11 days). We hypothesized 
that patient needs and goals would remain stable 
during this period. We included patients in the 
test-retest analysis if they completed both the pri-
mary and retest PSN before clinician consultation. 
The Consensus-Based Standards for the Selection 
of Health Measurement Instruments advise a 
sample size of more than 100 participants when 

Fig. 1. Flow chart of the development (in blue) and validation (in orange) of the PSN, describing the sample and the most important 
goals and activities per stage.
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examining test-retest reliability.43 To describe the 
results of the final PSN, we included all patients 
who completed the PSN at baseline and at 3-month 
follow-up. There were no additional exclusion cri-
teria. All samples reflected the target population 
(patients with hand and wrist conditions) and dif-
fered in age, sex, and treatment location.

Discriminative Validity, Test-Retest Reliability, 
and Statistical Analysis

We evaluated discriminative validity by com-
paring the satisfaction with treatment results level 
of patients who did and did not obtain their PMG. 
At 3 months, we used a Satisfaction with Treatment 
Results questionnaire,10,11 which evaluates satis-
faction using a 7-point Likert scale ranging from 
extremely dissatisfied to extremely satisfied. Using 
chi-squared tests, we determined the PMG’s dis-
criminative power. We computed the Cramer V 
to interpret the effect size, where 0.10 reflects 
a small effect size, 0.30 reflects a medium effect 
size, and 0.50 reflects a large effect size.44

We evaluated test-retest reliability by comput-
ing the absolute agreement and Cohen kappa. 
We computed intraclass correlation coefficients 
for all variables, including goal domain, base-
line score, score needed to be satisfied with the 
most important goal domain, and PMG. Kappa 
scores lie between −1 and 1, with 0 or less indi-
cating no agreement; 0.01 to 0.20, no to slight 
agreement; 0.21 to 0.40, fair agreement; 0.41 to 
0.60, moderate agreement; 0.61 to 0.80, substan-
tial agreement; and 0.81 to 1.00, almost perfect 
agreement.45 We calculated intraclass correlation 
coefficients using a 2-way mixed-effects model.46 
The intraclass correlation coefficients range 
from 0 to 1, with 1 being perfect reliability; 0.90 
to 0.99, very high reliability; 0.70 to 0.89, high 
reliability; 0.50 to 0.69, moderate reliability; 0.26 
to 0.49, low reliability; and 0.00 to 0.25, little, if 
any, reliability.47–49

There were no missing data in the final PSN, 
as completing it before clinician consultation is 
mandatory in our clinical setting. We analyzed 
missing data patterns for the test-retest analyses. 
Patients who completed both the primary and 
retest tests were responders, and patients with-
out a retest were nonresponders. We compared 
baseline characteristics of responders and nonre-
sponders using significance testing and calculat-
ing standardized mean differences to investigate 
whether they differed systematically. R statistical 
software version 4.1.1 was used for the quantita-
tive analyses, and P < 0.05 was considered signifi-
cant. We tested the Dutch version of the PSN.

RESULTS

Development Process: Cognitive Debriefing and 
Survey Data

We performed 16 cognitive interviews among 
9 patients and 7 clinicians. All patients (3 men 
and 6 women; age range, 21 to 71 years; median 
age, 51 years) had different diagnoses. We also 
included patients with lower levels of education. 
Among clinicians, we interviewed 1 occupational 
hand therapist, 2 physical hand therapists, and 4 
hand surgeons (5 men and 2 women, age range, 
27 to 70 years; median age, 40 years). We iteratively 
improved the PSN, alternating between interview-
ing and adjusting (eg, we shortened the introduc-
tion and explanation texts; changed the answer 
scale for pain, tingling, and sensitivity; and simpli-
fied the text with a language expert). (See Table, 
Supplemental Digital Content 1, which shows the 
conceptual framework of the PSN derived from 
cognitive interviews with patients [n = 9], http://
links.lww.com/PRS/H13. See Table, Supplemental 
Digital Content 2, which shows the conceptual 
framework of the PSN derived from cognitive 
interviews with clinicians [n = 7], http://links.lww.
com/PRS/H14.)

The survey on the final PSN indicated that the 
questions and answer options were rated entirely 
or mostly understandable by 90% to 92% and 
fully or mostly complete by 84% to 89% of the 275 
participants. (See Figure, Supplemental Digital 
Content 3, which shows pie charts indicating the 
understandability and completeness of the ques-
tions and response options on information needs 
[A, B, and C], treatment goals, and PMG [D, E, 
and F]. The survey indicated that 90% consid-
ered the questions on information need entirely 
or mostly understandable, 91% considered the 
answer options entirely or mostly understandable, 
and 84% rated the answer options as entirely or 
mostly complete. For the treatment goals and 
PMG, this was 92%, 91%, and 89%, respectively, 
http://links.lww.com/PRS/H15.) For the pilot PSN 
(n = 223), the questions and answer options were 
rated entirely or mostly understandable by 89% to 
93% and fully or mostly complete by 86% to 91% .

The Final PSN
Because of the dependencies within the PSN, 

it works best in digital form. It can be accessed 
at https://personeel.equipezorgbedrijven.nl/ls/
index.php?r=survey/index&sid=587344&lang=en 
(see Table 1 for a nondigital version). The intake 
PSN has 5 questions and takes approximately 
3 minutes to complete. The information needs 

http://links.lww.com/PRS/H13
http://links.lww.com/PRS/H13
http://links.lww.com/PRS/H14
http://links.lww.com/PRS/H14
http://links.lww.com/PRS/H15
https://personeel.equipezorgbedrijven.nl/ls/index.php?r=survey/index&sid=587344&lang=en
https://personeel.equipezorgbedrijven.nl/ls/index.php?r=survey/index&sid=587344&lang=en
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section asks an open question about the patient’s 
reason for making an appointment at the clinic 
(the patient’s request for help), followed by a 
single-select question where respondents pick 
their most important information need category. 
Respondents then select a predefined subanswer 
based on that category, to specify their informa-
tion need in more detail. The treatment goal sec-
tion of the PSN asks respondents to choose which 
domain they would most like to improve if they 
were to be treated and to rate their baseline score 
on that domain on a scale of 0 to 10 (eg, the base-
line pain score). Respondents have the option 
of selecting 2 secondary goal domains. The final 
question asks for the score they think they need to 
achieve with treatment to be satisfied. The PMG 
is then generated automatically as the difference 
between the respondent’s baseline performance 

rating and the score needed for the patient to be 
satisfied (Fig. 2). The follow-up PSN evaluates the 
previously selected information needs and treat-
ment and improvement goals in only 2 questions, 
and takes less than 1 minute to complete.

The final PSN was completed by 2860 patients 
(Table 2). Figure 3 shows the selected information 
need categories, and Figure 4 shows the distribu-
tion of the selected treatment goals. The rating 
on the most important domain was normally dis-
tributed, with a median score of 4 (Fig. 5). The 
median score needed for the patient to be satis-
fied with the treatment result was 9 (Fig. 5).

Discriminative Validity and Test-Retest Reliability
We included 1985 patients for the discrimi-

native validity analysis (Table 2). Patients who 
obtained their PMG had better satisfaction with 

Table 1. The Nondigital Version of the PSN Questionnairea

Section Question Response Options

Information 
needs

1. �What is the reason that you have made an appointment with us? In 
other words, what is your request for help from the doctor?

[Open text]

2A. What is your most important information need? Choose one of the following options:
•  I do not need information
• � Diagnosis (I have questions about 

the diagnosis)
• � Advice (I want to know what is the 

best thing to do in my situation)
• � Treatment (I have questions about 

the treatment)
• � Perspective (I want to know what 

to expect in the future)
2B. Specifying question based on information need:
•  On which topic would you like advice?
OR
•  What would you like to know about the diagnosis?
OR
•  What would you like to know about the treatment?
OR
•  What would you like to know about your perspective?

[Choose one of the response options 
depending on information need 
category; see digital PSN for all 
options]

Treatment 
and 
improve-
ment goals

3. If you were treated, which domain would you most like to improve? Choose one of the following options:
• � I do not want to be treated
• � Numbness (loss of sensation)
• � Mobility/flexibility of my hand
• � Strength
• � Pain
• � Tingling
• � Performance of activities (eg, 

housekeeping, hobby, sports)
• � Appearance of my hand/wrist
• � Ability to work

4. �How would you rate your [domain from question 3] at this 
moment?

Score range 0 to 10; higher scores 
indicate better performance, except 
for the items “numbness (loss of 
sensation),” “pain,” and “tingling”

5. �What is the minimum score on [domain] that you want to achieve 
with your treatment?

 � With what score would you be satisfied with the treatment result? 
Assume that your score on all other domains is (already) satisfactory.

Score range 0 to 10; higher scores 
indicate better performance, except 
for the items “numbness (loss of 
sensation),” “pain,” and “tingling”

a The PSN is best administered in digital form and can be accessed digitally via open access at https://personeel.equipezorgbedrijven.nl/ls/
index.php?r=survey/index&sid=587344&lang=en. Table 1 displays each question and the associated response options, which, in some specific 
domains, are slightly different from those displayed. After question 4, respondents have the option to pick 2 secondary domains.

https://personeel.equipezorgbedrijven.nl/ls/index.php?r=survey/index&sid=587344&lang=en
https://personeel.equipezorgbedrijven.nl/ls/index.php?r=survey/index&sid=587344&lang=en
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treatment results than those who did not (Fig. 6) 
(P < 0.001). There was a medium to large effect 
size (Cramer’s V: 0.48), indicating that the PMG 
has excellent discriminative validity (ie, the ability 
to distinguish satisfied from dissatisfied patients).

For test-retest reliability, 102 of the 139 invited 
patients completed both the primary test and the 
retest within a median interval of 7 days (range, 3 
to 11 days). We found small differences between 
responders and nonresponders in age and type of 
work. (See Table, Supplemental Digital Content 
4, which shows nonresponder analysis for the 
test-retest study, http://links.lww.com/PRS/H16.) 
There was moderate agreement and reliability 
for the most important goal domain (Table 3). 
(See Table, Supplemental Digital Content 5, 
which shows how often the most important goal 
domain was chosen at the primary test as well as at 
the retest. The values correspond to the number 
of patients and the percentage of the row total, 
except for the “row total” column, where the per-
centages correspond to the percentage of the col-
umn total, http://links.lww.com/PRS/H17.) When 
the most important goal domain was also chosen 
as a secondary goal domain in the retest, the test-
retest improved to substantial agreement and high 

reliability (Table 3). (See Table, Supplemental 
Digital Content 6, which demonstrates how often 
the most important goal domain was chosen at 
the primary test and also as the most important 
or as secondary goal domain at the retest. The val-
ues correspond to the number of patients and the 
percentage of the row total, except for the “row 
total” column, where the percentages correspond 
to the percentage of the column total, http://links.
lww.com/PRS/H18.) We found moderate reliabil-
ity for the baseline score on the most important 
goal domain, for the score the patient needed to 
be satisfied, and for the PMG (Table 3).

DISCUSSION
The PSN focuses on patient-specific informa-

tion needs and treatment goals, and supports 
patient-centered care. Although developed in 
hand and wrist patients, the PSN can be easily 
modified to unlock its potential for generalization 
by altering answer options. As part of the PSN, we 
introduce the PMG as a valid parameter of the 
improvement an individual wants to obtain in a 
domain relevant to that individual, given the pre-
treatment score.

Fig. 2. Visual of the PSN treatment goal and PMG. In this example, the patient entered that the most important treatment goal was 
to improve the performance of activities. The score at baseline was 3 on a scale of 0 to 10 (high scores indicate better performance), 
and the patient indicated that a score of 7 is needed to become satisfied with the treatment result. After this section is filled in, the 
digital PSN automatically generates a statement on the treatment goal and the PMG, so the patient can check whether it is correct 
or needs modification.

http://links.lww.com/PRS/H16
http://links.lww.com/PRS/H17
http://links.lww.com/PRS/H18
http://links.lww.com/PRS/H18
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How to Use the PSN
The PSN can be used as a conversation 

starter, decision support tool, and expectation 
management tool during the first consultation. 
The information needs section helps clinicians 
to effectively provide information and tailor 
information provision to the individual patient. 
For example, knowing a patient’s tendency 
toward surgery may guide how a clinician pro-
poses noninvasive treatment when more appro-
priate. The treatment goal aids realistic goal 
setting, such as if a patient with Dupuytren dis-
ease wants to improve his or her hand appear-
ance, but it is unlikely that this will be achieved 
with treatment. The PMG helps to identify and 

discuss expectations (eg, if one wants to improve 
from 2 to 10 to be satisfied, although this may be 
unrealistic due to comorbidity or symptom dura-
tion). The PSN also evaluates treatment success 
at a personal level.

There was moderate agreement and reli-
ability for the most important goal domain. 
However, these improved to a substantial agree-
ment and high reliability when also considering 
agreement if the most important goal domain 
was also a secondary goal domain in the retest. 
This indicates that the PSN’s reliability is good 
enough to identify all patient-relevant goals. 
Thus, patients find it hard to distinguish between 
their most important goal and their secondary 

Table 2. Baseline Characteristics of Patients Who Completed the Final PSN (n = 2860), the Discriminative  
Validity Sample (n = 1985), and Patients Who Participated in the Test-Retest Sample (n = 102)

Variable

Sample That  
Completed the Final PSN

(n = 2860)

Discriminative 
Validity Sample

(n = 1985)

Test-Retest 
Sample

(n = 102)

Age, mean (SD), yr 54 (16.3) 59 (13.9) 61 (15.5)
Male sex, no. (%) 1086 (38.0) 704 (35.5) 46 (45.1)
Duration of symptoms, mean (SD), mo 18 (38.2) 17 (33.5) 21 (39.6)
Type of work, no. (%)    
 � Unemployed due to retirement 695 (24.3) 570 (28.7) 41 (40.2)
 � Unemployed due to other reason 339 (11.9) 214 (10.8) 6 (5.9)
 � Light physical labor (eg, office work) 735 (25.7) 468 (23.6) 22 (21.6)
 � Moderate physical labor (eg, working in a store) 648 (22.7) 438 (22.1) 16 (15.7)
 � Heavy physical labor (eg, working in construction 443 (15.5) 295 (14.9) 17 (16.7)
Level of education, no. (%)    
 � None 34 (1.2) 12 (0.6) 1 (1.0)
 � Primary education (primary school, special primary education) 71 (2.5) 31 (1.6) 1 (1.0)
 � Primary or prevocational education 323 (11.3) 252 (12.7) 12 (11.8)
 � Secondary general secondary education 517 (18.1) 356 (17.9) 24 (23.5)
 � Secondary vocational education and vocational training 599 (20.9) 429 (21.6) 20 (19.6)
 � Higher general and preuniversity education 251 (8.8) 198 (10.0) 9 (8.8)
 � Higher vocational education 608 (21.3) 466 (23.5) 21 (20.6)
 � Scientific education (eg, MSc degree) 299 (10.5) 164 (8.3) 8 (7.8)
 � Prefer not to say 158 (5.5) 77 (3.9) 6 (5.9)
Body mass index, mean (SD) 26.5 (4.7) 27.2 (4.9) 26.5 (4.4)
Smoking status, no. (%)    
 � Yes, daily smoker 367 (12.8) 207 (10.4) 10 (9.8)
 � Yes, passive smoker 15 (0.5) 8 (0.4) 2 (2.0)
 � Yes, sometimes 140 (4.9) 76 (3.8) 6 (5.9)
 � No 2338 (81.7) 1694 (85.3) 84 (82.4)
Affected side, no. (%)    
 � Left 930 (32.5) 607 (30.6) 33 (32.4)
 � Right 1106 (38.7) 743 (37.4) 40 (39.2)
 � Both 824 (28.8) 635 (32.0) 29 (28.4)
Hand dominance, no. (%)    
 � Left 299 (10.5) 199 (10.0) 11 (10.8)
 � Right 2395 (83.7) 1676 (84.4) 84 (82.4)
 � Both 166 (5.8) 110 (5.5) 7 (6.9)
Second opinion = no, no. (%) 2475 (86.5) 1781 (89.7) 87 (85.3)
Personal injury lawsuit = no, no. (%) 2801 (97.9) 1960 (98.7) 100 (98.0)
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goal, which may overlap. Our finding that most 
patients who obtained their PMG were satisfied 
with their treatment results suggests that their 
satisfaction was independent of whether their 
PMG was on their factual primary goal, confirm-
ing the PSN’s usability. Clinicians should always 
consider all goals and not just the most impor-
tant goal domain.

Key Considerations
User participation during the develop-

ment, iterative approach, pilot testing, and 
mixed-methods study resulted in a content-
valid, discriminative, and reliable patient- 
centered tool. The PSN was easily implemented, 
and patients deemed it relevant, complete, 

and understandable. The PSN helps patients 
prepare for their first consultation, enhances 
awareness, empowers them to take control 
of their treatment, and aids shared decision- 
making. The clinicians indicated that the PSN 
helps them to identify patients with high or low 
expectations and respond accordingly. These 
aspects may improve patients’ experience, 
expectation management, satisfaction with 
treatment results, and clinical outcomes.50

Compared with existing tools,32–35 the PSN adds 
value. For example, the Canadian Occupational 
Performance Measure, Goal Attainment Scaling, 
and Patient-Specific Goalsetting Method tools are 
completed together with a health care provider. 
They are relatively time-consuming in clinical 

Fig. 3. Distribution of information need in the final version of the PSN. The patient chooses one of 
the following options: I do not need information; diagnosis (I have questions about the diagnosis); 
advice (I want to know what is the best thing to do in my situation); treatment (I have questions 
about the treatment); or perspective (I want to know what to expect in the future).

Fig. 4. Goal domains chosen as most important in the final version of the PSN.
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Fig. 5. Distribution of scores on the most important goal domain at baseline (above) and the score patients reported that they 
needed to achieve to be satisfied with the treatment results (below) in the final version of the PSN. Not all patients want to obtain 
the maximum score on their most important outcome domain to be satisfied with the treatment results. The median score needed 
to be satisfied with the treatment result was 9 in the final version. For ease of interpretation, we converted each domain score to 
the same scale (ie, reversing the scores on the pain, numbness, and tingling domains).

Fig. 6. Discriminative validity of the PMG in 1985 patients, demonstrating that patients who 
obtained their PMG were much more often satisfied with their treatment results compared with 
patients who did not obtain their PMG, with a medium to large effect size (Cramer V, 0.48; P < 0.001).
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practice, and there is a risk of “therapist bias,” as a 
practitioner may influence these goals. Other tools 
do not assess patient-specific improvement goals 
and their relationship with satisfaction with treat-
ment results, whereas the PSN does (ie, the PMG). 
Furthermore, in contrast with current tools, such 
as the Patient-Specific Functional Scale, Canadian 
Occupational Performance Measure, and Patient-
Specific Goalsetting Method, the PSN allows dis-
tinct International Classification of Functioning, 
Disability, and Health domains, instead of focus-
ing only on the activities and participation levels. 
None of the aforementioned tools assesses infor-
mation needs, but the PSN does. Altogether, the 
PSN is a unique tool with added value in daily 
clinic and research.

The distribution of the information need cat-
egory and goal domain indicates that patients 
have different needs and goals. This highlights 
that a personalized treatment strategy, which can 
be informed by the PSN, is essential. Further, 
although most people wanted to reach a 9 to be 
satisfied, many patients consider lower scores sat-
isfactory (ie, not all patients aim for the maximum 
score). The wide distribution indicates that this is 
indeed a personalized score, which further adds 
to the value of the PSN.

The PMG distinguished satisfied patients 
from dissatisfied patients very well, indicating that 
it can be used to evaluate the clinical relevance 
of treatment effects. The PMG is especially ben-
eficial, as it is determined before clinician con-
sultation, providing a proxy for satisfaction with 
treatment results at a very early stage, presuming 
what patients think they want is what will satisfy 
them. Future research may investigate whether 
the PMG has a greater discriminative capacity for 
satisfaction than traditional values, such as the 
minimal important change or the patient accept-
able symptom state.

At our sites, a clinician dashboard is used that 
displays patient characteristics, patient-reported 

outcome measures, clinician-reported outcomes 
(eg, goniometry), and prediction models. With 
the PSN added, health care can be further per-
sonalized and data-driven. Nevertheless, the PSN 
is also valuable as a standalone tool.

We distribute the PSN before surgeon con-
sultation. If treatment is scheduled (eg, surgery 
or therapy), we allow patients to change previ-
ous answers. For example, the patient’s goal may 
have changed following expectation management 
during consultation. This strategy is, of course, 
optional.

Limitations
Respondents indicate their most important 

needs and goals without knowing their diagnosis. 
It may also be difficult for individuals to accurately 
predict how they will feel about a future score, 
such as a 9 or 10, since this is an abstract idea that 
may not match their actual experience when they 
reach that level. However, focusing on the patient’s 
most important needs and goals at this early stage 
benefits clinicians, as they may use these factors in 
decision-making and expectation management. 
Although some items may be moving targets (ie, 
a response shift, as goals may change over time), 
the PSN discriminated effectively between satisfied 
and dissatisfied patients. Future research could 
investigate how needs and goals change over time.

The PSN does not replace traditional out-
come measures, and additional time investment 
should be considered when using it.

Another limitation is the test-retest nonre-
sponse. The small differences between respond-
ers and nonresponders seem clinically irrelevant, 
as age and type of work are unlikely to influence 
test-retest reliability. Nevertheless, although inevi-
table in test-retest studies, this may have influ-
enced our findings.

We addressed most issues mentioned by 
respondents, but we kept the maximum num-
ber of information need categories respondents 

Table 3. Test-Retest Reliability of the PSN

Test-Retest Variable
Absolute 

Agreement
Cohen Kappa

(95% CI)
ICC

(95% CI) Conclusion

Most important goal domain 58% 0.46 (0.34–0.58) 0.53 (0.38–0.66) Moderate agreement 
and reliability

Most important goal domain chosen as most 
important goal domain or as secondary goal 
domain at retest

75% 0.68 (0.58–0.79) 0.73 (0.62–0.81) Substantial agreement 
and high reliability

Baseline score on most important goal domain — — 0.57 (0.42–0.69) Moderate reliability
Score needed to be satisfied at most important goal 

domain
— — 0.64 (0.51–0.74) Moderate reliability

PMG at most important goal domain — — 0.65 (0.53–0.75) Moderate reliability
ICC, intraclass correlation coefficients.
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could choose. Obviously, patients have more 
questions, and clinicians should try to answer 
them all. However, we considered it essential 
that, at the least, the most important question 
is identified and answered, as there is a maxi-
mum information load that people can absorb. 
Therefore, it is essential to see the PSN as a con-
versation starter. In addition, patients might be 
better prepared by knowing their most impor-
tant question.50

Another limitation is that we excluded 
patients with inconsistent answers on the sur-
vey. This may have influenced our findings on 
the understandability of the PSN. However, if we 
had included these patients, our findings would 
have been biased; thus, we believe that our deci-
sion was the best solution to minimize bias. In 
addition, although the participants had differ-
ent educational levels (including lower levels), 
it remains challenging to reach lower-literacy 
patients. Future research may specifically target 
these patients.

Although we performed a crosscultural trans-
lation to English, we only tested the Dutch ver-
sion. Future studies may investigate the PSN in 
different languages and cultural settings.

CONCLUSIONS
The PSN is a novel, brief patient-reported 

tool for identifying individual patient needs 
and goals. By identifying these needs and goals, 
clinicians are better equipped to tailor informa-
tion provision and treatment to the individual 
patient, enhancing the quality of care. The PSN 
can help patients to take control of their treat-
ment. It is valid, reliable, and easy to use, espe-
cially, but not only, in digital form. The PSN is 
implementation-ready for hand and wrist care, 
and can easily be generalized to other fields. 
The PSN is provided with open access and is 
free to use.
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