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The authors’ goal was to assess unmet needs of patients with systemic lupus
erythematosus (SLE). Participants (N = 112), who were recruited through
the mailing list and support group meetings of a Lupus Alliance of America
Affiliate, completed a survey based on prior research. All participants per-
ceived at least 1 unmet need. The most frequently reported unmet needs
were in the physical symptoms domain. Older patients were more likely than
younger patients to have higher levels of unmet needs related to physical and
psychological functioning. African American patients were more likely than
white patients to have higher levels of unmet needs related to health services
and information. Our findings document the high prevalence and variety of
unmet needs among these patients, as well as variations among demographic
groups. To address unmet needs of SLE patients, targeted referrals to patient
educators, mental health professionals, and support organizations are impor-
tant adjuncts to medical treatment.
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Qualitative studies have revealed that patients with chronic
illnesses, including systemic lupus erythematosus (SLE),
often report withholding the full range of their needs from
health care providers.'=3 Ascertaining the perceived needs
of patients with SLE is important for multiple reasons. In
a discussion of unmet health care needs in patients with
rheumatoid arthritis (RA) and ankylosing spondylitis, 3
functions of needs assessment research were identified.*
First, feedback from patients concerning the type and level
of their unmet illness-related needs can be used to improve
existing services and develop new interventions. Second,
patients’ responses can inform future research (eg, which
questions are posed and which outcomes are prioritized).
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Third, patients increasingly have become involved in their
disease management and medical decision making, which,
in turn, may lead to enhanced psychological adjustment and
improved outcomes.’ Needs assessment research, therefore,
may benefit patients directly by allowing them to consider
not only their satisfaction level, but also their own role in
influencing the content and the provision of their health
care. Given the bidirectional nature of the patient-provider
relationship and the complex nature of SLE, patients must
be active participants in their health care.®

Needs assessment research is related to, but not synony-
mous with, patient satisfaction research. With regard to the
latter, a survey of Swedish patients with SLE’ indicated
that the majority were dissatisfied with their health care
and the level of understanding they received from physi-
cians. However, needs assessment research may be more
useful than patient satisfaction research in contributing
to health care quality, because needs assessment research
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specifies the level and type of services desired and expected
by patients.® In other words, assessment research is argu-
ably more solution focused than quality of life research or
patient satisfaction research.” A previous needs assessment
of patients with SLE in Australia® found that 94% of partici-
pants had 1 or more unmet needs. The most prevalent unmet
needs were related to physical symptoms, such as tiredness,
pain, and sleeping problems. However, unmet psychosocial
needs were also common. For example, 72% of participants
reported the need for help related to (1) coping with fears of
a disease flare and (2) frustration with not being able to do
what they used to do.

A concerning finding of the needs assessment study con-
ducted in Australia® was that the prevalence of unmet needs
among patients with SLE was greater than the prevalence
of unmet needs documented among other patient groups.
Among the patients with SLE, 94% reported at least 1 unmet
need, whereas among samples of patients with RA'" or
cancer,''"'? a minority of participants reported unmet needs.
However, comparisons among these various studies must be
made with caution because of notable differences in method-
ology (eg, recruitment strategies, survey instruments).

The goal of the present study was to determine whether
results similar to those of the needs assessment study con-
ducted in Australia® would be obtained with a sample of
patients with SLE in the United States. In addition to exam-
ining level and type of patient-reported unmet needs, we
sought to identify correlates of unmet needs. Findings may
have implications for the further study of disease variables
and the development and delivery of medical, educational,
and psychosocial services for individuals with SLE.

METHODS

The study was reviewed, approved, and conducted in accor-
dance with the Committee on Research Involving Human
Subjects of Stony Brook University. Letters inviting patients
diagnosed with SLE to volunteer in a research study were sent
to the mailing list of the Lupus Alliance of America, Long
Island/Queens Affiliate, in New York State. The membership
of the organization is drawn from multiple sources, including
newspaper advertisements, public service announcements,
local physician referrals, and the organization’s Web site
(Joann Quinn, personal communication, March 12, 2008). No
single primary recruitment source was identified.

Patients were invited to complete an anonymous survey
designed to ascertain service needs of people with SLE. To
maintain the anonymity of patients’ responses, informed
consent was indicated by survey completion rather than by
signature. It was estimated that completion of the survey
would take no more than 20-25 minutes.

Packets containing a cover letter, questionnaire, and return
envelope were mailed to 960 addresses. Approximately half
of the return envelopes included paid postage, but returned
surveys were not more likely to have come from the subset of
respondents that received stamped envelopes, x> (1, N =88) =
0.409, p = .552. From the 960 packets mailed, 102 completed
questionnaires were returned (11%). In addition, 20 surveys
were distributed at Lupus Alliance of America, Long Island/
Queens Affiliate, support group meetings, 10 of which (50%)
were completed and returned. These procedures yielded a
final sample of 112 respondents. We were unable to examine
potential differences between responders and nonresponders
because surveys were completed anonymously in order to
promote participation and protect privacy.

Reflecting the greater prevalence of SLE among women, 2
95% of respondents were female. The average age was
50.1 years (SD = 13.5 years). The average respondent
was 31.0 years old (SD = 14.0 years) when she developed
symptoms of SLE and 38.2 years old (SD = 13.4 years)
when she received the diagnosis. One-fifth of participants
had a college degree, and 37.5% reported 1 or more years
of postcollege education. One-quarter of participants were
currently working full time, 28.6% were working part time,
22.4% were on disability pension, 14.3% had retired, 5.4%
were on unemployment, and 3.6% were students. With
regard to marital status, 61% were married or living with a
partner, 13% were divorced or separated, 6% were widowed,
and the remainder never married. Participants reported the
following racial backgrounds: white, 75.9%; Asian/Pacific
Islander, 2.7%; African American, 11.6%; Hispanic, 5.4%;
Native American, 1.8%; and multiracial, 2.7%.

The 75-item questionnaire was a slightly modified ver-
sion of the Systemic Lupus Erythematosus Needs Ques-
tionnaire (SLENQ). The psychometric properties of the
SLENQ have been documented.® Using a 5-point scale (1
= not applicable, 2 = already satisfied, 3 = low need, 4 =
moderate need, 5 = high need), respondents indicated their
level of need for help during the past 6 months with various
issues within the following domains: physical symptoms,
activities of daily living, psychological/existential, social
support, health services, health information, and employ-
ment/financial. To reduce patient burden, 22 items were
dropped from the original SLENQ that we judged to be
redundant or less relevant to American patients in contrast
to the Australian sample of patients with SLE.

RESULTS

All participants perceived at least 1 unmet need. Of all
possible unmet needs, tiredness had the highest preva-
lence, with 90.2% of participants endorsing some need for
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help. At the other end of the spectrum, speaking problems
and concerns about gaining employment had the lowest
prevalence, with 19.6% of participants endorsing some
need for help in each of these areas. Following a method
used in prior research,’ we categorized items into 7 content
domains: physical, daily living, psychological/existential,
social support, health services, health information, and
employment/financial. Table 1 displays the percentage of
participants who reported no need (rating 1 or 2 on the 5-
point scale), some need (rating > 2 on the 5-point scale),
or moderate to high need (4 or 5 on the 5-point scale),
within each domain. Table 2 shows these percentages for
all items.

Correlates of Unmet Needs

To identify demographic correlates of unmet needs, we
again followed a method used previously,® dichotomizing
levels of unmet need into no or low unmet needs (all items
within a domain rated as 1 = not applicable, 2 = already
satisfied, or 3 = low need) and higher unmet needs (1 or
more items within a domain rated either 4 = moderate need
or 5 = high need). We then conducted a stepwise logistic
regression analysis for each of the 7 content domains, with
the level of unmet need as the dichotomous dependent vari-
able and demographic variables (ie, age, sex, marital status,
racial group, employment status, education) as predictors.
Disease-related variables (ie, type of medication, age when
symptoms emerged, age at diagnosis) were not included
because preliminary analyses revealed these to be unrelated
to levels of unmet need.

DANOFF-BURG & FRIEDBERG

Domains of Need

Physical Domain

As seen in Table 1, the greatest area of unmet need was
related to physical symptoms. Ninety-eight percent of
respondents reported at least 1 unmet need in the physical
domain, and 92% of respondents perceived a moderate to
high level of unmet need within this domain. As seen in
Table 2, the items endorsed most frequently were as fol-
lows: needing help with tiredness (90.2%), pain (80.4%),
not sleeping well (75.0%), and feeling worse after physical
activity (70.5%). Need for help with physical symptoms
such as dry mouth, headaches, and skin rashes was endorsed
by approximately half the sample, but the proportion of the
sample experiencing these needs at the level of moderate to
high was closer to one-third (see Table 2).

Stepwise logistic regression examining demographic cor-
relates of patients’ levels of unmet needs revealed that only
age was significant. Increasing age was associated with
greater unmet needs related to physical symptoms (odds ratio
[OR] = 0.933, confidence interval [CI] = 0.878-0.991).

Daily Living Domain

Ninety percent of participants reported at least some need
within the daily living domain, and slightly over two-thirds
reported a moderate to high level of need (see Table 1).
With regard to these activities of daily living, 67.0-72.3% of
respondents reported some unmet needs for help regarding
eye sensitivity to bright light, avoiding sun exposure, and cop-
ing with hot or cold temperatures; however, only 38.4—45.5%

TABLE 1. Percentage of Participants Reporting No Need, Some Need, and
Moderate to High Need in Each Domain

Level of need (%)

Domain None Some Moderate to high
Physical 1.8 98.2 92.0
Daily living 9.8 90.2 76.8
Psychological/existential 8.9 91.1 77.7
Social support 214 78.6 62.5
Health services 223 71.7 57.1
Health information 259 74.1 49.1
Employment/financial 214 61.6 43.7

Note. Participants (N = 112) reported level of need using a 5-point scale (1 = not applicable, 2 = already
satisfied, 3 = low need, 4 = moderate need, 5 = high need). Participants who rated 1 or 2 on the 5-point
scale were grouped as no need, those who rated > 2 on the 5-point scale were grouped as some need, and
those who rated 4 or 5 on the 5-point scale were grouped as moderate to high need.
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TABLE 2. Percentage of Participants Reporting No Need, Some Need, and Moderate to High Need for Each
Item, by Domain
Level of need (%)
Moderate
Domain None Some to high
Physical
Tiredness 10 90 67
Dealing with pain 20 80 61
Not sleeping well 25 75 52
Digestive problems 40 60 38
Nausea and/or vomiting 66 34 20
Dry mouth 39 61 30
Mouth ulcers 57 43 19
Maintaining dental health 59 41 27
Headaches 45 55 34
Shortness of breath 44 56 32
Feeling worse after physical activity 29 71 48
Urinary frequency or difficulty 53 47 30
Skin rashes 44 56 32
Daily living
Writing problems 75 25 11
Speaking problems 80 20 6
Reading difficulties 77 23 5
Difficulty thinking clearly 49 51 21
Eyes being sensitive to bright light 29 71 38
Coping with the heat 30 70 46
Coping with the cold 33 67 43
Avoiding sun exposure 28 72 41
Shopping 54 46 28
Difficulty with driving 70 30 12
Psychological/existential
Feeling down or depressed 29 71 43
Feeling angry about having SLE 51 49 29
Feeling uncertain about the future 32 68 44
Dealing with anxiety or stress 21 79 52
Anxiety about treatment 40 60 36
Concerns about changes in your appearance 35 65 40
Not being able to do the things you used to do 23 77 57
Fears about the SLE getting worse again 20 80 62
Fears about physical disability 26 74 50
Feeling like a failure as a wife/husband/parent 49 51 31
Feeling isolated and/or lonely 43 57 28
Finding meaning in this experience of having SLE 61 39 25
Setting new priorities 48 52 27
Social support
Maintaining relationships with family members 60 40 23
Obtaining greater physical and emotional support from your partner/children 56 44 28
Concerns about the ability of those close to you to cope with your different level
of functioning 43 57 32
Changes in your sexual relationships 56 44 32
Coping with changes in other people’s attitudes and behavior toward you 45 55 36
Maintaining relationships with friends 52 48 31
Ability to participate in social activities 40 60 43
Table 2 continues
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TABLE 2. (continued)
Level of need (%)
Moderate
Domain None Some to high
Health services
Insufficient time to discuss problems when seeing a general or specialist
medical practitioner 55 45 20
Getting adequate information from medical staff about side effects of treatment 56 44 18
Having 1 health care professional to talk to about your whole situation 55 45 26
Health care staff acknowledge and show sensitivity to your feelings and
emotional needs 58 42 21
Knowing when to see your doctor with changes in symptoms 62 38 16
Guidance on the amount of exercise, activity, and rest required during different
phases of flare or remission 50 50 22
Having the opportunity to talk with someone who understands and has had
similar experiences 44 56 27
Obtaining support for exploring the use of complementary/alternative
health therapies 53 47 30
Health information
Obtaining enough current information on SLE and how it particularly affects you 54 46 22
Being given written information about the important aspects of your care 52 48 21
Information about things you can do to help yourself stay as well as possible 45 55 29
Having access to books, videos, cassettes and other resources about SLE 62 38 21
Having access to telephone support and an SLE advisory service 62 38 20
Counseling services for yourself, family, or friends 54 46 21
Being informed about relaxation, meditation, or stress control classes 50 50 24
Employment/financial
Concerns about gaining employment 80 20 15
Maintaining a satisfactory performance in your job because of changes in health 62 38 23
Meeting basic living expenses 53 47 32
Coping with extra costs involved in managing your condition 47 53 30
Note: SLE = systemic lupus erythematosus. Participants (N = 112) reported level of need using a 5-point scale (1 = not applicable, 2 = already satis-
fied, 3 = low need, 4 = moderate need, 5 = high need). Participants who rated 1 or 2 on the 5-point scale were grouped as no need, those who rated >
2 on the 5-point scale were grouped as some need, and those who rated 4 or 5 on the 5-point scale were grouped as moderate to high need.

respondents reported that these needs were moderate to
high. As shown in Table 2, other activities within this domain,
such as reading, speaking, writing, driving, and shopping
were less often cited as a source of unmet needs.

With regard to demographic correlates, the odds of hav-
ing a higher level of unmet needs increased with age (OR
=0.956, CI = 0.918-0.996). In addition, patients who were
employed full time had a lower level of unmet needs within
this domain (OR = 6.150, CI = 2.034-18.589).

Psychological/Existential Domain

Just as the vast majority of respondents reported unmet
needs related to physical functioning, the vast majority of
respondents (91.1%) acknowledged at least some unmet
psychological or existential needs. A somewhat smaller
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proportion of the sample (77.7%) felt that these unmet
needs were at a moderate to high level. For example,
80.4% of participants had some level of need for help deal-
ing with fears about SLE getting worse, with 61.6% report-
ing that this was a moderate to high unmet need. Similarly,
78.6% had some level of need for help dealing with anxiety
or stress, and 70.5% had some level of need for help deal-
ing with feeling down or depressed; 51.8% and 42.0% of
individuals, respectively, reported a moderate to high level
of need for help with these psychological concerns. Sixty-
five percent of the sample reported some need for help
dealing with concerns about changes in appearance, and
40.2% viewed this need to be at a moderate to high level.
About half of respondents reported some level of need
with regard to feeling like a failure as a spouse or parent,
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and 30.4% reported that the level of need for help with this
issue was moderate to high. A need for help with setting
new priorities was endorsed by about half the sample, and
25.9% described the level of this unmet need as moderate
to high. Additional existential and psychological needs are
presented in Table 2.

As was found in the physical and daily living domains, a
higher level of unmet needs in this domain was associated
with increasing age (OR = 0.965, CI = 0.932- 1.000).

Social Support Domain

With regard to the social support domain, 78.6% of
respondents had some unmet needs, with 62.5% of respon-
dents reporting need at the moderate to high level. The
most commonly endorsed social support items were need-
ing help with the ability to participate in social activities
(59.8% with some need, 42.9% with moderate to high
need) and concerns about the ability of close others to help
the patient cope with his or her different level of function-
ing (57.1% with some need, 32.1% with moderate to high
need). Some level of unmet need related to maintaining
relationships with friends and family members was noted
by 48.2% and 40.2% of respondents, respectively. Need
for help regarding changes in sexual relationships was
reported by 43.8% of the sample, with 32.1% of patients
rating this need at the moderate to high level. No sig-
nificant demographic correlates were identified within this
domain. See Table 2 for additional information about the
social support domain.

Health Services Domain

In the health services domain, 77.7% of respondents had
some unmet needs, with 57.1% of respondents reporting
need at the moderate to high level. Endorsed items ranged
from 38.4% (needing assistance with knowing when to see
the doctor when changes in symptoms occur) to 56.3%
(needing assistance with finding the opportunity to talk
with someone who understands and has had similar experi-
ences). Items rated at the moderate to high level of need
ranged from 17.9% (getting adequate information from
medical staff about treatment side effects) to 29.5% (obtain-
ing support for exploring the use of complementary/alter-
native health therapies). Forty-five percent of participants
reported unmet needs regarding continuity of care and the
amount of time spent with medical practitioners (see Table
2 for additional details concerning these items and other
items within the health services domain).

Analysis of demographic correlates of the levels of unmet
need indicated that only racial group was significant. White
patients had the lowest level of unmet needs in this domain
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compared to African American patients (OR = 0.266, CI
= 0.069-1.023). For example, of the 13 African American
patients in the sample, 11 had higher unmet needs. In con-
trast, of the 85 white patients in the sample, 42 had higher
unmet needs and 43 had no or low unmet needs.

Health Information Domain

As seen in Table 1, the percentages of participants report-
ing some need (74.1%) and moderate to high need (49.1%)
in this domain were slightly lower than the comparable
percentages in the health services domain. In the health
information domain, levels of unmet needs ranged from
38.4% (having access to books, videos, cassettes, and other
resources about SLE; having access to telephone support
and advisory services) to 55.4% (having information about
things one can do to help stay as well as possible). Unmet
health information needs were rated by 19.6-28.6% of
respondents as moderate to high. For example, 21.4% of
patients reported a moderate to high level of need for writ-
ten information about important aspects of their care. Other
health information items are shown in Table 2.

As in the health services domain, the only significant
demographic correlate within the health information domain
was racial group. All but 1 of the African American patients
had “higher unmet needs,” whereas white patients were
more likely to have “no or low unmet needs” (OR = 0.525,
CI =0.167-1.647).

Employment/Financial Domain

Unmet needs related to employment and finances were
the least common relative to the other domains studied.
Nonetheless, 61.6% of respondents had at least 1 unmet
need in the area, and 43.7% of respondents indicated
moderate to high need in the area. The most frequently
noted concerns were (1) needing help coping with extra
costs involved in managing SLE (52.7% with some need,
30.4% with moderate to high need) and (2) meeting basic
living expenses (47.3% with some need, 32.1% with
moderate to high need). In addition, as shown in Table 2,
19.6% reported a need for help with concerns about gain-
ing employment, and 37.5% reported a need for help with
maintaining a satisfactory job performance because of
changes in health.

Not surprisingly, patients with full-time employment
were less likely to have higher levels of unmet needs in this
domain (OR = 3.000, CI = 1.153-7.807).

COMMENT

The present research brings to light the high prevalence
of unmet needs among many people with SLE. Over
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90% of respondents reported some need for help with
physical concerns, activities of daily living, and psycho-
logical issues. These findings are consonant with previous
research documenting impaired health-related quality of
life in patients with SLE.!? Despite the apparent need for
help with multiple illness-related problems, no generally
accepted self-management program is available for SLE.
However, randomized controlled trials provide evidence
that some of these problems can be ameliorated with
cognitive-behavioral interventions without adverse effect.
For instance, psychoeducation'* and graded aerobic exer-
cise!® have been shown to be useful in the management
of fatigue.

Our findings parallel those of the needs assessment
study conducted in Australia.® In that sample, as in ours,
unmet needs were greater in the physical and psychological
domains than in the economic, social, and informational
domains, and help with tiredness was the most frequently
cited need. Although longitudinal studies'®'7 have docu-
mented that fatigue among patients with SLE often remits
without intervention, from the patient perspective, it appears
that targeting fatigue is a priority. This makes sense, given
the impact of fatigue on multiple important aspects of func-
tioning, from work status'® to sexuality.!® To intervene most
effectively, clinicians must attempt to determine whether
fatigue stems from daytime sleepiness, primary sleep disor-
ders, or depression.2?

Stress, anxiety, and depression often accompany SLE,S
and unmet needs related to these psychological sequelae can
be interpreted in reference to patients’ perceptions of their
health care. A qualitative study of patients with SLE in the
United Kingdom? illustrated the connection of unmet needs
related to psychosocial well-being to unmet needs related to
health services and health information. Participants revealed
in interviews that they did not know which health care pro-
viders could help them with psychosocial needs. Moreover,
they did not believe that health care professionals fully
understood the psychosocial impact of SLE or that health
care professionals were providing enough information in
this domain.

For patients with SLE, the perception of not having their
experience understood by others may lead to social isolation
and otherwise negatively affect personal and professional
interactions.?! In the current sample, unmet needs related
to social support were of less concern than unmet needs
related to physical well-being. This may be explained in
part by the fact that participants were recruited through a
lupus support organization. Nonetheless, many participants
reported a desire for assistance with interpersonal dif-
ficulties; for example, nearly half of participants (48.2%)
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reported some level of unmet needs related to maintaining
relationships with friends.

Limitations

The present investigation was limited by a relatively
small sample whose diagnoses were not corroborated for
this study and whose characteristics cannot be assumed to
be similar to those of patients with SLE who reside in other
parts of the United States or in other countries. Moreover,
this convenience sample yielded results that may not gener-
alize to participants who are unaffiliated with lupus support
organizations. In particular, ethnic minorities are probably
underrepresented in our sample.?? Within our sample, Afri-
can American patients had relatively high levels of unmet
needs in the domains of health services and health infor-
mation. Similar surveys should be conducted with larger
samples likely to be more representative of the population
of persons with SLE.

The low response rate (11%) in this study requires
comment as well. Although the anonymity of respondents
precluded follow-up inquiries, we can address, to some
extent, the possible reasons for nonreturned questionnaires.
First, an estimated 2% of surveys were returned because
of an incorrect address. In addition, an interview with the
executive director of the Lupus Alliance of America, Long
Island/Queens Affiliate (Joann Quinn, personal commu-
nication, March 12, 2008), suggested that lupus patients
in her support organization were more likely to be nonre-
sponders to questionnaires during symptom flares, on the
basis of her experience conducting previous needs surveys
of the membership (with estimated response rates of 20%).
Similarly, examples in published surveys of chronic illness
groups with widespread symptomatology?>—2* have found
that interviewed nonresponders were more likely to report
more frequent pain and greater use of health care.

Another potential reason expressed by the organization’s
director for the nonreturn of the lupus needs survey was the
perception that many patients did not want to be reminded
of their illness, either because they were feeling well at the
time or because they became ill relatively recently. These
issues may reflect, in part, different forms of illness coping,
such as denial and disengagement,? or perhaps a “crisis”
stage of adjustment’® during which attempts to nullify or
quickly cure the illness become a paramount motivation.

In comparison to this single assessment report, prospec-
tive studies would shed light on how unmet needs develop
and change over time in relation to other variables. For
example, a longitudinal study of adults using mental health
services provided preliminary evidence for a causal rela-
tionship between higher levels of unmet need and lower
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levels of quality of life.”” Prospective studies would be
particularly interesting in light of the fact that within our
sample, increasing age was indicative of higher levels of
unmet needs related to patients’ physical symptoms, activi-
ties of daily living, and psychological functioning. Despite
the significance of age within this sample, the variables of
age at which symptoms first developed and age at diagnosis
were unrelated to levels of unmet need.

In conclusion, despite the aforementioned limitations, the
present findings document the variety and high prevalence
of perceived unmet needs among many patients with SLE.
The needs of patients with complex chronic illnesses such
as SLE often remain unvoiced to health care providers but
must be understood if optimal health care services are to be
designed and implemented.'-} Although the argument could
be made that patients’ expectations of health care are too
high,?® we argue that researchers must continue to inves-
tigate biomedical and behavioral interventions to improve
patients’ health and quality of life. At the same time, the
demographic differences observed in the present data sug-
gest that more must be done to identify and eliminate struc-
tural barriers (eg, limits on health plan benefits and provider
choice, the availability of transportation to services) that
may limit access to high-quality care and affect outcomes
among subgroups of patients with fewer resources.!” The
results of our study require replication but suggest that older
patients may be more likely than younger patients to require
assistance with needs related to physical and psychological
functioning, whereas African American patients may have
greater unmet needs than white patients in the areas of
health services and health information.

In regards to practice implications, referrals to profession-
als with expertise in patient education and psychological
intervention, as well as referrals to organizations that pro-
vide support and information to persons with chronic illness,
are an important supplement to the medical treatment of
SLE. Finally, patients themselves must communicate with
their health care providers about perceived unmet needs, and
health care providers must attend to the needs and priorities
of individual patients.* The ability of the patient to commu-
nicate unmet needs in both the physical and psychosocial
domains can be facilitated by practitioners who are willing
to inquire about them with sensitivity.
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For comments and further information, address corre-
spondence to Dr Sharon Danoff-Burg, Department of Psy-
chology, University at Albany, 1400 Washington Avenue,
Albany, NY 12222, USA (e-mail: sdb@albany.edu).
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