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Preface e 

Thee present thesis deals with the measurement of cancer patient satisfaction with the care received in 
hospital.. It consists in the elaboration of a questionnaire, its testing and application in different cultural 
contexts. . 

Patientt satisfaction is not easily defined and interpreted. Simply stated, it corresponds to a patient's 
personall  subjective evaluation of the care received. This is both a reflection of care realities and of 
patientt characteristics. Among the latter, expectations seem to play a major role; patient's care 
expectationss refer to his/her anticipation that a specific care event is appropriate. 

Acrosss health care systems, patient satisfaction has become an increasing concern over the past 
decades.. Initially, research on the doctor-patient interaction highlighted a relationship between patient 
satisfactionn and compliance with treatment. Since treatment compliance affects the outcome of care, 
patientt satisfaction became a prerequisite for quality of care. More recently, with the widespread 
implementationn of health care reforms, the consideration and monitoring of patient satisfaction has 
emergedd as a political request in many countries [1-4]. Patient satisfaction has become recognised as 
essentiall  in the definition of quality in health care. With the implementation of concepts such as total 
qualityy management, continuous quality improvement, the utilisation of patient satisfaction data has 
beenn more clearly specified. 

Withinn and across health care institutions, purposes of patient satisfaction assessment consist in the 
identificationn of sources of patients' dissatisfaction, the determination of care improvement priorities, 
thee monitoring of care improvement initiatives, and the establishment of satisfaction ratings database 
forr benchmarking and comparative assessment. In clinical research, the measurement of patient 
satisfactionn may help to determine the superiority of a treatment over another. 

Patientt satisfaction surveys are now widely diffused across health care settings; however these 
surveyss often rest on ill-considered methodologies, raising caution on the accuracy of their results. 
Effortss to develop psychometrically robust patient satisfaction instruments are recent, and mainly 
performedd in Anglo-Saxon countries. Few patient satisfaction questionnaires have been validated 
acrosss countries [5,6]. 

Mostt published patient satisfaction tools are designed for assessing the outpatient visit; others 
addresss consultations in general practice or in out-of-hours primary medical care. Several patient 
satisfactionn questionnaires have been developed for the inpatient setting. Satisfaction with care 
questionnairess designed for a particular patient population are mainly study-specific. 

Inn the oncology hospital setting, although the issue of patient satisfaction is particularly salient, we 
couldd not find a standardised comprehensive patient satisfaction questionnaire elaborated for this 
context.. Such a comprehensive questionnaire should include an evaluation of major aspects of the care 
providedd in oncology hospitals. A standardised questionnaire may be applied widely, allowing for 
comparativee assessment across care settings. It requires psychometric evaluation in populations where 
itt will be used. 

Thee main objective of this work is to develop and validate across different cultural contexts a 
satisfactionn with care questionnaire for cancer patients. Additional issues covered by this thesis 
includee the implications of satisfaction ratings in terms of desire for care improvement across cultural 
backgrounds;; the testing of the feasibility of assessing patient satisfaction in the oncology hospital; 
andd the examination of the optimal time lapse to the experience of care for performing this assessment. 



Structuree of this thesis 

Inn chapter 1, a review of the rationale, purposes, definition and components of patient satisfaction wil l 
bee presented. Beforehand, the concept of patient satisfaction wil l be situated with regard to quality of 
caree and quality of life evaluation. Chapter 2 wil l describe the development of a Comprehensive 
Assessmentt of Satisfaction with Care for cancer patients (CASC). The CASC development process 
involvedd interviews of cancer patients and of oncology specialists from different European countries. 
Chapterr 3 wil l report on the psychometric analyses of the CASC in an oncology institute in Italy. 
Factorr analysis, multi-trait scaling analysis and reliability testing were performed. Chapter 4 will 
presentt results of these analyses in three culturally different European countries : France, Poland and 
Sweden.. The results obtained in these countries were compared with the previous Italian findings. 
Chapterr 5 wil l further examine the cross-cultural comparability of the CASC ratings. A wide range of 
determinantss underlies patient satisfaction ratings. Among these, cross-cultural variations in terms of 
caree experience or expectations may play a role. We assessed whether the relationship between levels 
off  satisfaction and desire for care improvement were similar across cultural backgrounds. Chapter 6 
wil ll  present a study aimed at assessing the feasibility of conducting a patient satisfaction survey in an 
oncologyy hospital setting. This study also explored predictors of patients' satisfaction, according to 
socio-demographic,, clinical and treatment data. In chapter 7, a methodological question wil l be 
addressed.. A number of methodological issues remain unclear in the assessment of patient satisfaction. 
Onee of them relates to the appropriate timing for assessing satisfaction with care. Through a 
randomisedd design, the optimal timing of questionnaire application was examined in terms of 
questionnairee acceptability, completeness of data, reliability and variability of scores. Chapter 8 will 
includee a summary and a general discussion of the study results. This final chapter wil l be followed by 
aa summary in Dutch. 
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PatientPatient satisfaction assessment: rationale, purposes, meaning and components 

II  Introductio n 

Patientt satisfaction has attracted increasing attention during the past decades [1], This issue has 
becomee particularly discussed in industrialised countries although several studies on patient 
satisfactionn has been reported in developing nations [2]. Patient satisfaction instruments have been 
mostlyy developed and are now routinely utilised in Anglo-Saxon countries [3-5]. Initiatives to 
elaboratee and validate patient satisfaction questionnaires across countries are more recent [6,7]. 

Thee present chapter wil l start with some preliminary considerations aimed at situating patient 
satisfactionn assessment within the context of clinical research and health care quality evaluation. The 
followingg two sections of this chapter wil l address the rationale and purposes of patient satisfaction 
assessment.. The fourth section wil l cover the theoretical models currently proposed to understand 
whatt patients mean in rating their satisfaction with the care provided. The fifth section wil l highlight 
thee rationale for assessing multiple aspects of care and for involving patients in the elaboration of a 
patientt satisfaction questionnaire. Finally, in the sixth section the motives for developing a new patient 
satisfactionn questionnaire wil l be specified. 

1.11 Preliminary considerations 

Thee evaluation of patient satisfaction emerged in the context of health care quality evaluation. This 
evaluationn has been more recently considered in clinical research. In this latter setting, this variable 
expandss on quality of lif e assessment. 

/.. 1.1 Patient satisfaction and health care quality evaluation 

Traditionallyy health care quality evaluation was mainly based on objective criteria pertaining to the 
structuree (material and human resources, organisation of care) and process of care (professional 
activitiess associated with providing care), and its resulting outcome (e.g.: treatment success rate or 
complicationn rate) [8], More recently this evaluation has also included subjective criteria, such as 
qualityy of life or satisfaction with care. 

Thee consideration of patient satisfaction refers to the notion of "social acceptability" as an 
additionall  parameter in the evaluation of health care quality [9]. This parameter pertains to the extent 
too which the health care services or therapies are provided to satisfy reasonable expectations of 
patients,, clinicians and the public. 

11..1.21.2 Patient satisfaction and quality of life evaluation 

Patientt satisfaction and quality of life are both patient-centred subjective endpoints. Quality of life 
dependss on medical (type and stage of disease, type of treatment) and psychosocial factors (e.g.: 
copingg mechanisms, family support, socio-economic status). Satisfaction with care relies on the 
differentt features of the healthcare received (i.e.: the structure of care, process of care, and its resulting 
outcome). . 

13 3 
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Whereass health care managers are accustomed to patient satisfaction assessment since a long time, 
clinicianss in contrast are more familiar with the subjective measure of quality of life. The former are 
especiallyy concerned with ensuring the competitiveness of the health care service, regarding patient 
satisfactionn data as a marketing tool. The latter are rather interested in evaluating the effectiveness of 
therapies,, supplying this assessment with quality of life data. 

Itt is only recently that, in clinical research, clinicians have also found valuable information from 
patientt satisfaction assessment. This variable may be viewed as a significant determinant of quality of 
life,, providing evidence that aspects of treatment modalities constitute an increased burden on quality 
off  life. It has been argued that, among cancer patients and those with other chronic disease, the 
perceivedd quality of medical care plays a central part in the patient's overall evaluation of quality of 
lif ee [10]. This has been supported in a recent study involving patients with angina pectoris [11]. 
However,, exploring the associations between patient satisfaction and health-related quality of life is 
complex.. There is not necessarily a unidirectional causal relationship between patient satisfaction and 
clinicall  outcome. Patient satisfaction may also be seen as a consequence of improved quality of life or 
healthh status. Whether greater patient satisfaction lead to better health status or vice versa, and whether 
thesee relations are mediated by factors relating to patient's experience of medical care (e.g.: the 
provisionn of adequate information on treatment), are incompletely explored [12]. 

I II  Rationale for  patient satisfaction assessment 

AA growing attention has been paid to patient satisfaction assessment over the past twenty years. 
Severall  reasons may explain this preoccupation. Firstly, the increasing costs of technologically 
advancedd medicine and resulting concerns for the limitations in health care budget lead to focus on 
healthh care quality assessment. Appropriate choices between health care interventions had to be made 
consideringg cost and effectiveness. In this respect, patient satisfaction has been accepted as a valid and 
importantt endpoint of health care evaluation [13]. From an analytic perspective, it may be viewed both 
ass an outcome measure and as a measure of the structure and process of care and its resulting 
outcomess (see figure 1). So it may be considered as an objective of care in itself [14] and as a 
predictorr of effectiveness [15]. A patient satisfaction assessment indicates the success of a service in 
meetingg patients' needs and expectations (i.e.: satisfaction with the results of care). This assessment 
mayy also shed light on factors underlying the link between the structure and process of care, and its 
resultingg outcome. For example, patient satisfaction with the interpersonal manner of the physician 
(e.g.:: willingness to listen to the patient's complaints and to impart information in an understandable 
way)) may be found to relate significantly to the patient's tolerance of, and compliance with treatment 
regimenn [16]. In the literature, satisfied patients appeared more likely to comply and co-operate with 
medicall  treatment, thus favouring treatment effectiveness [17]. Moreover there is some evidence that 
satisfactionn is related to improvement in health status [18]. 

Secondly,, the need for assessing patient satisfaction has emerged in a changing socio-cultural 
context.. Over the past years patients have acquired not only the necessary information but also the 
opportunitiess for selecting their health care providers or services. It became crucial for health care 
providerss to evaluate their performance from patients' viewpoint in order to ensure their 
competitiveness. . 
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Figuree 1.- Patient satisfaction in quality of care assessment 
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Higherr education levels and increased medical information in the population overall have raised 
patients'' needs and expectations of care. The divulgence of medical errors or deficiencies in the health 
caree system also led patients to become more demanding : their expectations may be rising [19]. At the 
samee time, the increasing number of health care providers and services, and treatment options have 
expandedd patients' choices. A more "liberal access" to health care services has been evidenced, which 
mayy impact on the viability of a health care service. Satisfied patients tend to praise or recommend the 
servicee they attended. In contrast, dissatisfied patients tend to report the real or subjectively perceived 
deficienciess of the service, and so spread criticisms and bad reputation [20], If the economic 
sustainabilityy of health care services depends on patient attendance, and if patients may choose 
betweenn health care services, then services not performing well on satisfaction aspects may become 
lesss competitive. 

Thirdly,, sociological movement are claiming for more humane care in the face of the increasing 
weightt taken by bio-technological aspects. More humane care refers to patient-centred care, attention 
too overall physical, psychological and economic needs, completeness of information on illness and 
treatmentt options. It also includes properties like respect for individual preferences, promptness of 
reply,, dignity, privacy, involvement of loved ones, attention to comfort. Patients' associations 
forcefullyy claim for overall quality of care and services. With regard to the humane aspects of care, an 
assessmentt of patients' opinion conveys a perspective that objective sources of information, such as 
hospitall  records, could not provide. 

So,, different reasons motivated the dissemination of patient satisfaction surveys. Among these, the 
needd for identifying effective interventions accounting for patients' viewpoint, and the increasing role 
takenn by health care users and patients' associations in claiming for overall health care quality, have 
beenn underlined. 

Il ll  Purposes of patient satisfaction assessment 

Inn health care evaluation, Coulter (cited in Sitzia et al. [1]) argued for at least four fields of evaluation 
:: 1) the evaluation of specific treatment (e.g.: drug therapies or surgical procedures); 2) the evaluation 
off  patterns of care for particular patient groups (e.g.: the organisation of the care of patients with 
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chronicc conditions); 3) the evaluation of organisation (e.g.: a hospital or a day centre); 4) the 
evaluationn of health care systems (different models of health care delivery). Similarly, a patient 
satisfactionn assessment may take place in clinical research, clinical practice, hospital management, and 
inn the evaluation of health care service delivery or health care systems (see table 1). Expected results 
fromm these surveys consist in measuring treatment 'acceptability', identifying sources of 
dissatisfactionn or motives for non-compliance to treatment, and generating databases for comparative 
assessmentt and benchmarking. Expected output of patient satisfaction assessment involves the 
selectionn of best treatment, prioritising of improvement initiatives, and the implementation and 
monitoringg of enhanced or alternative interventions, pattern of care, services or care organisation. 

Tablee 1. Purposes of patient satisfaction assessment 

Fieldss of patient satisfaction assessment 

1.. Clinical research 

(treatment,, medical test, pattern of care or psychosocial intervention) 

2.. Clinical practice (including clinical encounter) 

3.. Hospital management (within an institution) 

4.. Evaluation of health care systems (modes of health care delivery across institutions) 

Expectedd results 

1.. Establishing optimal treatment acceptability 

2.. Identifying sources of dissatisfaction 
3.. Identifying motives of non-acceptance, non-compliance to treatment regimen or drop-out from 

treatmentt protocol 

4.. Generating database for comparative assessment 

5.. Generating database for benchmarking 

Expectedd output 

1.. Selecting treatment 

2.. Setting priorities for resource allocation 

3.. Implementing and monitoring enhanced or alternative care interventions, programs, services or 
organisation n 

3.11 Patient satisfaction in clinical research 

Inn clinical research or trials, a patient satisfaction assessment may be part of the evaluation of: 1) a 
specificc treatment or medical test (e.g.: drug therapies, vaccines, prosthesis, medical devices, surgical 
procedures),, 2) psychosocial interventions, or 3) patterns of care for a specific health condition (e.g.: 
managementt of pain, psychiatric disorders, diabetes, rheumatoid arthritis). 

Inn evaluating a treatment, medical test or psychosocial intervention, patient satisfaction may 
constitutee a further endpoint for judging efficacy. This evaluation may provide information on the 
extentt to which a specific outcome (e.g.: cure of illness or symptom relief) has been reached. Besides 
informationn on levels of patient satisfaction may convey useful information on the treatment or 
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interventionn acceptability or on its burden on patient's quality of lif e (e.g.: regarding the length, 
locationn or mode of delivery of treatment or intervention). 

Forr example, the measure of patient satisfaction is increasingly used in the evaluation of pain 
treatmentt [21] or surgical interventions [22,23], as well as in the assessment of psycho-social 
interventionss : specific programs aimed at enhancing providers' communication skills [24], improving 
patients'' retention of medical information [25], participation in medical decision making [26] or 
rehabilitationn [27]. 

Inn the comparison of patterns of care for patients with a specific health condition, patient 
satisfactionn assessment has been applied for the evaluation of a pluri-disciplinary team taking care of 
oncologyy in-patients [28], or patterns of care for individuals at higher genetic risk of developing 
cancerr [29,30]. 

3.22 Patient satisfaction in hospital management and clinical practice 

Manyy patient satisfaction surveys are now performed in medical institutions, mainly in hospitals. 
Initially ,, collecting patients' satisfaction data may frighten health care providers. It may point to 
differencess in their level of performance. However, these surveys present strategic information for 
shapingg the provision of health care and improving the attractiveness of the institution. As primary 
witnesss of care, patients may provide valuable perspective on the health care institution performance. 
Thee data they provide through surveys may elicit important suggestions, identify hidden problems and 
documentt the impact of efforts done to improve the quality of care [31]. For example, service quality 
inn health care (level of waiting, inconvenience) and in particular, interpersonal aspects of the patient-
cliniciann interactions (unanswered questions, unclear explanation) have been shown to deeply pervade 
patients'' experience of care [32]. Care outcomes are affected by aspects such as delays in diagnosis, 
limitedd consideration of patient's all concerns. Organisation managers may focus on these aspects for 
caree improvement and resources allocation. 

Inn clinical practice, patient satisfaction assessment is increasingly used in assessing consultations 
andd patterns of communications [18]. This evaluation may sensitise clinicians to patients' concerns 
andd allow them to better meet their needs. If shared in the consultation, these data facilitate more 
effectivee communication. They may lead to strategies for helping patients form more reasonable 
expectationss of care and to promote adherence or co-operation to treatment by confronting motives of 
dissatisfaction. . 

3.33 Patient satisfaction in the evaluation of health care systems 

Inn the evaluation of service delivery organisation, satisfaction with care may be considered in an 
analysiss of the costs and benefits of different programmes. For instances, accelerated discharge after 
breastt cancer surgery has economic advantages [33]. But short hospital stays may also induce feelings 
off  abandonment or confusion affecting patients' quality of life. The insufficient provision of 
informationn on self-care at home, the difficulty to contact specialised hospital doctors or nurses in case 
off  need may have detrimental impact on patients' satisfaction. Hence, the net result could be that the 
cost-benefitt of accelerated discharge may not be so advantageous once patient satisfaction and its 
impactt on quality of life has been taken into account. An evaluation of patients' satisfaction with the 
variouss aspects of care may provide evidence of patients' unmet care needs, and help to identify points 

17 7 



ChapterChapter 1 

thatt could be eventually responsible for the failure of projects that at first sight, conveyed medical and 
economicall  advantages. 

Furtherr examples may be found in other health care settings, with regard to the assessment of the 
respectivee advantages of home care or hospital care for terminally ill patients [34]; of minimal versus 
intensivee follow-up after cancer treatment [35,36]. 

Besides,, initiatives have also been taken to evaluate patient satisfaction across health care systems 
(e.g.:: managed care, primary care). In this context, the evaluation of patient satisfaction may provide 
overalll  information against which a particular health care system (e.g., a social security office) or 
componentt (e.g., a hospital, a large outpatient service) may assess its own performance by comparison 
too other systems or components. Large database of patient satisfaction ratings may be constituted for 
comparativee assessment and benchmarking (e.g.: the determination of threshold satisfaction ratings 
thatt may prompt quality improvement initiatives or alternative health care system). 

Thirdd party payers such as private insurance organisms or social security may well become 
sensitivee to these patient satisfaction data, particularly when patients may make a choice between 
healthh insurance companies or programmes, or between social security institutions. 

Itt should be noted that efforts to evaluate patient satisfaction with health care systems across 
nationss need standardised patient satisfaction instruments that take into account cultural peculiarities 
inn terms of patients' expectations and values. For example, Calnan et al. [7] undertook a study aimed 
att elaborating a standardised patient satisfaction instrument for monitoring primary care in different 
countries.. Initial steps for this enterprise consisted in selecting relevant aspects of care across countries 
too compose the patient satisfaction questionnaire, and in determining the relative weight of each aspect 
off  care for patients' overall satisfaction. 

Too sum up, the different purposes of patient satisfaction assessment consist in : 1) assessing 
treatmentt acceptability, 2) identifying sources of patients' dissatisfaction, motives of non-compliance 
too treatment, 3) establishing databases for benchmarking and comparative assessment. Fields of 
applicationn of this assessment include the evaluation of treatments, patterns of care, care service 
deliveryy or health care systems. 

IVV Meaning of patient satisfaction 

Differentt conceptual models have been proposed to capture the meaning of patient satisfaction. 
Howeverr it is still difficult to understand this concept and to apprehend what patients mean when they 
sayy they are satisfied with a particular aspect of care. In fact, the assessment of satisfaction with care is 
moree complex than the assessment of satisfaction with any other service. Firstly, patients' expectations 
andd needs for health care are multiple. As stated by Leebov et al. [20], "whereas in hotels, the 
personnell  only needs to be sympathetic and helpful, in health care services, providers need to be 
precise,, skilful, safe, caring, responsive, gentle, quick, and a lot more...". Secondly, the interactions 
betweenn patients, health professionals and services are complex. The dependency, uncertainty and 
anxietyy involved in these interactions are likely to influence patients' judgement. It is thus difficult to 
proposee a simple definition of this concept and straightforward criteria for its assessment. 

Accordingg to Wilkin et al. [37], different conceptual questions may be raised : what does 'patient 
satisfaction'' mean?; what is the relationship between patients' experience, expectations and 
satisfactionn ratings?; what are the appropriate objects (components) for assessing satisfaction with 
care? ? 

Commonn definitions of the word 'satisfaction' highlight the ambiguity of this term, not only 
speakingg of the English meaning, but also of its meaning in other languages. Just contemplating the 
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Englishh word, one definition consists of the 'fulfilment of desire or need' or the 'ample provision for 
desiree or need'. The patient is supposed to be satisfied if he feels that his or her desires or needs have 
beenn met. However, another usage of the word carries associations with the term 'satisfactory', 
meaningg adequate or acceptable, where satisfaction implies only the achievement of a basic minimum 
standard. . 

Simplyy stated, patient satisfaction may be defined as a patient's personal subjective evaluation of 
thee care received, which is both a reflection of care realities and of patient characteristics. 

Amongg most conceptual models suggested to grasp the notion of patient satisfaction, 'expectations' 
appearr to play an essential role. Patient's care expectations refer to his/her anticipation that a specific 
caree event is appropriate. Based on attitude theory and job satisfaction research, Linder-Pelz [38] 
hypothesisess five socio-psychological variables which affect satisfaction ratings : 1) the expectations 
whichh are beliefs about the probability of an attribute being associated with an event; anticipated 
occurrence;; or perceived probable outcome; 2) the values which are evaluations in terms of good or 
bad,, important or unimportant, of an attribute or an aspect of a health care encounter; 3) entitlement 
whichh is an individual belief that she or he has proper, accepted grounds for seeking or claiming a 
particularr outcome; 4) occurrences which refer to events which actually take place or the individual 
perceptionn of it; 5) interpersonal comparisons which pertain to the individual' s rating of what takes 
placee in the health care encounter by comparing it with all other such encounters known or 
experiencedd by him/her. 

Entitlementt and interpersonal comparison are further considered as types of expectations. From an 
analysiss of these variables, Linder-Pelz [38] proposed a 'value-expectancy model' where patient's 
expressionn of satisfaction is defined as "the expression of an attitude, an affective response, which is 
relatedd to both the belief that the care possesses certain attributes and the patient's evaluation of those 
attributes".. Thus satisfaction is supposed to be based on beliefs (expectations) strength and evaluations 
off  dimensions of care. 

Oberstt [39] expands and applies this framework in the oncology field. She suggests that patients 
determinee their own needs of cancer care on the basis of a variety of personal characteristics, attitudes, 
andd prior experiences, coupled with the knowledge and information they receive from healthcare 
professionals.. From these factors, a set of expectations about care outcomes, caregivers behaviour, and 
thee performance of the system is formed. These expectations form in turn the subjective standard 
againstt which care actually received is judged to be satisfactory or not satisfactory. 

Similarr conceptual frameworks involving the concept of expectations include a 'fulfilment model' 
andd a 'discrepancy model' whereby satisfaction corresponds to the difference between what occurs 
andd what should be/was expected/was desired [38]. 

AA slightly different theoretical conception is suggested by Fitzpatrick [40]. Whereas Linder-Pelz 
[38]]  focuses on expectations and values as linked determinants of satisfaction, Fitzpatrick [40] 
suggestss three independent determinants of satisfaction : 1) the socially created expectations ; 2) the 
goall  of help-seeking; 3) the importance of emotional needs. Firstly, socially created expectations 
wouldd be the primary determinant of the degree of satisfaction, explaining cultural differences in the 
degreee of satisfaction perceived toward a particular health care service. Secondly, the major concern of 
patientss would not be 'satisfaction' but some resolution of their health problem. Satisfaction surveys 
shouldd thus integrate an evaluation of patients' perception of change in health status although this is 
rarelyy considered. Thirdly, the emotional component of health care provision is stressed. Many health 
caree problems encompass feelings of uncertainty and anxiety in patients. This theoretical position 
arguess that patients' evaluation of care is significantly conditioned by their impression of the affective 
componentt of the medical encounter. 

Accordingg to Pascoe [41], most satisfaction with care studies implicitly favour the 'discrepancy 
model'' which is based on the difference between expectations and perception of care received, 
weightedd by the importance of expectations. However the relationship between expectations and 
satisfactionn is not straightforward. For example, testing the 'value-expectancy model', Linder-Pelz 
[42]]  found that expectations, values and perceived occurrences taken together only accounted for 10% 
off  the explained variance in satisfaction, even if expectations appeared the strongest predictor. 
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Moree recently assumptions about the role of expectations and values in patients' expressions of 
'satisfaction'' have been questioned [43]. While most satisfaction surveys report high satisfaction 
levels,, patients' unmet care needs are frequently observed. These discrepancies have elicited doubts on 
thee validity of satisfaction survey results. For example, a study on patients' satisfaction with pain 
treatmentt highlighted high levels of satisfaction whereas 28% of the patients still experienced intense 
painn after medication and more than 48% of these patients had to wait at least 15 minutes before 
receivingg pain treatment [44]. 

Thee interpretation of satisfaction as an outcome of an active evaluation by patients based on 
expectationss and values, had to be revised. Through in-depth interviews, Williams et al. [45] 
evidencedd that health care users can provide detailed descriptions of their care experiences and 
attributee a value to it. However, he observed that experiences described by users in positive or 
negativee terms did not necessarily correlate with the user's evaluations of the services which produced 
thosee experiences. Negative evaluations of services could only be provided when users also perceived 
thee notion of duty and culpability associated to their negative care experience. According to Williams 
ett al. [46] expression of satisfaction may more often reflect attitudes such as "they are doing the best 
theyy can" or " well, it is not really their job to do..." Dissatisfaction would only be reported when the 
userr believes that the service or provider has failed in its "duty" and that it or he/she has no excuse for 
that. . 

Inn attempting to explain what patients mean when they express a certain level of satisfaction, the 
abovee conceptual models mainly deal with socio-psychological determinants. However satisfaction 
ratingss may also be affected by patients' socio-demographic or health variables. Besides patients' 
evaluationss of care are expected to account for the quality of attributes of health care providers and 
services.. This makes the relevance of patient satisfaction assessment for quality of care evaluation. 

Consideringg both patients' characteristics and attributes of health care providers and services, 
accordingg to Ware et al. [3], differences in satisfaction would substantially account for the realities of 
care,, although these differences might also represent patients' preferences and expectations. 

Soo far, the term 'patient satisfaction' is still poorly defined and the interpretation of satisfaction 
ratingss remain confused. In an attempt to explain what patients mean when rating their satisfaction 
withh the care received, different theoretical models have been proposed, involving expectations and 
values.. However, considering the over-reported high satisfaction levels in most surveys, it was 
suggestedd that dissatisfaction be only expressed when an extremely negative event occurs. 

VV Components of patient satisfaction 

5.11 Taxonomies of patient satisfaction 

Thee following section addresses the components (or attributes) of care which are suggested, according 
too empirical studies, to play a significant role in patient satisfaction ratings. As highlighted above, 
theree is a lack of theoretical underpinning for the concept of satisfaction; clear indications for 
interpretingg satisfaction ratings are still needed. In contrast, much empirical work has been performed 
too determine the underlying components or, as in the Wilkin's question mentioned above, the 'objects' 
off  satisfaction with care assessment. The main objective in patient satisfaction research was in fact to 
designn questionnaires or scales for providing information of practical use for administrators, 
practitionerss or consumer groups. 
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Researcherss have initially considered satisfaction as a global concept to be measured by a single 
itemm (e.g.: "How satisfied are you with the medical care you received?") [46]. In the eighties, there has 
beenn a growing consensus that satisfaction with care is a multidimensional construct necessitating the 
usee of multi-item scales [3,47,48]. There has been some evidence that patients develop distinct 
attitudess towards the different characteristics of providers and health care services [3]. Moreover a 
singlee item raises questions about which facets of satisfaction respondents are rating. Finally, 
consideringg the over-reporting of high satisfaction levels in satisfaction surveys, it has been 
recommendedd to assess detailed and specific aspects of care rather than global questions in order to 
ensuree greater response variability [1]. Thus it appeared more valid and relevant to consider the 
conceptt of satisfaction as multidimensional. But, which objects of care (dis)satisfaction it is 
appropriatee to measure? 

Iff  the concern is to assure or improve the quality of care including the perspective of patients, 
theoreticallyy patients' viewpoint might be searched for the same criteria as those utilised in quality of 
caree evaluation : i.e., the different aspects of the structure and actual provision of care, and its resulting 
outcomess for the patient. Different classifications of care components have been proposed for the 
contextt of general practice or medical specialities; ambulatory or hospital care; out-of-hours or 
emergencyy services. These taxonomies have lead to various measures assessing specific dimensions of 
care. . 

Forr assessing characteristics of doctors and medical services, Ware et al. [3] developed a 
comprehensivee taxonomy based on literature review and empirical studies. They identified eight major 
dimensionss :1) interpersonal manner (e.g.: concern, friendliness, courtesy, respect); 2) technical 
qualityy of care (e.g.: thoroughness, accuracy); 3) accessibility/convenience (e.g.: time and effort 
requiredd to get an appointment, waiting time at office, ease of reaching care location); 4) finances 
(e.g.:: reasonable costs, comprehensiveness of insurance coverage), 5) efficacy/outcomes of care (e.g.: 
helpfulnesss of care providers in improving or maintaining health); 6) continuity of care (e.g.: see same 
physician);; 7) physical environment (e.g.: cleanness, comfort, pleasantness of atmosphere); and 8) 
availabilityy (e.g.: enough hospital facilities or providers in an area). 

Forr evaluating patients' perception of hospital performance, Rubin [49] listed seven aspects as 
importantt components of patients' hospital experience : 1) admission; 2) nursing care; 3) medical care; 
4)) communication; 5) other staff, service and care; 6) living arrangements; 7) discharge procedure. In 
developingg satisfaction scales for use in the context of home care for chronically ill , McCusker [50] 
proposedd seven subscales : 1) general satisfaction, 2) availability of care, 3) continuity of care, 4) 
physiciann availability, 5) physician competence, 6) personal qualities of physician, and 7) 
communicationn with physician. 

Inn the oncology field, Loblaw et al. [51] developed a patient satisfaction questionnaire for the 
oncologyy out-patient medical consultation and identified four domains of patients' perceptions toward 
thee doctor's behaviour : 1) information exchange, 2) interpersonal skills, 3) empathy; 4) quality of 
time.. Sitzia et al. [52] established six distinct components of care to assess patients' satisfaction with 
nursingg care in the context of ambulatory chemotherapy : 1) interpersonal aspects of care; 2) technical 
aspectss of care; 3) patient education, 4) multidisciplinary teamwork; 5) treatment environment and 6) 
hospitall  accessibility. 

5.22 Relation between patient satisfaction components 

Althoughh present consensus is on the use of multi-item scales for measuring patient satisfaction, 
patients'' evaluations of the different aspects of care appear often strongly correlated [13]. More 
specifically,, whether patients distinguish between the personal qualities and the technical aspects of 
caree has been much debated. It has been suggested that patients' judgement of the technical skills is 
largelyy determined by patients' views of the extent to which the doctor was friendly and reassuring. In 
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theirr initial work, Ware et al. [48] considered that measures of attitude toward caring (humaneness) 
andd curing (quality/competence) aspects of the doctors' conduct appeared to reflect the same 
underlyingg attitudinal dimension. Other researchers also included the art and technical aspects of care 
withinn one dimension [53] whereas Hulka et al. [54] made a clear distinction between the personal 
qualitiess and the professional competence of providers. In analysing her scales, McCusker [50] found 
thatt the three sub-scales measuring physician competence, personal qualities and communication, did 
nott perform well in terms of discriminant validity (i.e.: the extent to which items expected to pertain to 
onee care dimension more strongly relate to that dimension than to a dimension supposed to refer to 
anotherr care dimension). 

Thee influence of a strong 'halo effect' (i.e.: the tendency to allow an overall impression of a 
person'ss particular outstanding trait to influence the total rating of that person) has been raised to 
explainn the high correlation obtained in the assessment of patient satisfaction with providers' 
interpersonall  and technical skills [55], questioning the accuracy of measuring separately these care 
dimensionss which are not clearly independent. Considering that more recent empirical work on patient 
satisfactionn [51] identified clear factors for the technical, interpersonal and even empathy of providers, 
itt may be that patients can make a distinction between dimensions when the item they are rating is 
clearlyy designed to reflect such a distinction. 

AA further issue concerns patients' ability to assess some dimensions of care. Whether patients are 
capablee to assess the technical skills of providers has been questioned. Patients might be influenced by 
thee quantity and complexity of the technical process for their assessment of the technical competence 
off  providers. However there is some evidence that patients are generally good at assessing the 
technicall  aspects of care or have a reasonable level of medical knowledge. Reviewing the literature, 
Rubinn [4] concluded that most studies have found that staff and patient evaluations concur with regard 
too quality of care. 

5.33 Importance of patient satisfaction components 

Apartt from deciding that patient satisfaction encompasses multiple components, researchers have also 
underlinedd the importance of involving patients in selecting objects toward which (dis)satisfaction 
mightt be measured. It has been stressed that in the evaluation of care quality, patients can play an 
importantt role in defining what constitutes care quality [13]. However measures of patient satisfaction 
havee rarely been constructed on the basis of patients' expressed priorities. They have been primarily 
elaboratedd according to clinicians' or health care managers' agenda. As a result, organisational aspects 
off  the service and amenities (e.g.: food, parking, cleanliness) have often been the focus although these 
aspectss might not be considered as so important by patients [56]. 

Thiss is illustrated in the following research works. In an American study where outpatients at a 
urbann hospital had to rank six components of care, the most important dimension of care was found to 
bee the behaviour of doctors and nurses, followed by clinical outcome [41]. In an English study, the 
specificc criteria which yielded the highest association with overall satisfaction scores had more to do 
withh the nature and quality of the doctor-patient relationship than with availability and accessibility 
[57].. In an international study, patients in different cultures or health care systems were found to 
presentt a broad consensus on the importance of aspects concerning the doctor-patient relationship, 
informationn and support, availability and accessibility [58]. Different views according to cultural 
backgroundd appeared with regard to the priority of care aspects in relation to the provider's role, such 
ass relieving symptoms or preventing disease. In the context of ambulatory cancer care, Wiggers et al. 
[59]]  highlighted the following aspects of care as being most important to patients : the technical 
qualityy of medical care, the interpersonal and communication skills of doctors, and the accessibility of 
care. . 
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5.44 Selecting issues for assessing patient satisfaction 

Soo far, a broad consensus has been established on the need to consider multiple aspects of care in 
measuringg patient satisfaction. Patients appear capable of differentiating aspects of care although their 
evaluationn of each of these may be highly correlated. The importance of involving patients in the 
selectionn of issues for the construction of a patient satisfaction questionnaire has been underlined. If 
thiss condition is not satisfied, the identification of important care deficiencies from patients' 
perspectivee may be compromised. 

Thus,, various taxonomies of patient satisfaction have been elaborated depending on the context and 
objectivee of assessment. There is a consensus that measures of patient satisfaction should consist of 
multiplee items, since a multidimensional assessment provide greater score variability and clear 
indicationss for prioritising care improvement. These items should also be relevant to patients. Across 
culturess and health care settings, the importance of the care provider-patient interaction has been 
underscored. . 

VII  Motives for  the development of a patient satisfaction 
questionnairee for  cancer  patients 

6.11 Why is satisfaction with care so important for cancer patients? 

Cancerr is a disease that is likely to considerably affect a patient's well-being. Even if the cancer is of 
goodd prognosis and exempt of aggressive therapy (e.g. : a small cutaneous melanoma, or an intra-
epitheliall  lesion of the uterine cervix), this diagnosis entails psychological distress. It labels a subject 
ass being a "cancerous patient", which may have a dramatic effect on his/her psychological and social 
well-being.. When a cancer is of uncertain prognosis, it often necessitates therapies that encompass 
unpleasantt and debilitating side-effects. The threat of death and the impact of treatment on overall 
patient'ss life is still more distressing. Different studies conducted these last decades revealed that 
pathologicall  levels of distress were highly prevalent in oncology : figures range from 2% to 46% for 
anxiety,, 6% to 42% for depressive and 32% to 52% for adjustment disorders [60-69]. 

Thee recognition of the considerable impact of cancer and its treatment on all facets of cancer 
patient'ss life has emphasised the need for improving their global care. Global care refers to the 
considerationn of the multidimensional aspects of health, i.e.: the physical health, mental health, social 
andd role functioning [70]. Human aspects of care are underscored in face of the increasing weight 
takenn by bio-technological aspects of medicine. This approach is particularly relevant in the field of 
cancer.. In a recent study, compared to other chronic illnesses, cancer and its associated conditions was 
foundd to significantly damage patients' quality of life [71]. 

However,, cancer patients' global care has evidenced shortcomings. Unmet care needs have been 
highlightedd in a significant number of them [72,73], not only with regard to their need for medical 
informationn [74,75] but also for psychological attention [76,77]. 
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Additionally,, various reports showed dissatisfaction with care in oncology [78-84]. Cancer patients 
appearedd less satisfied with aspects of their interaction with providers (e.g. : information provision, 
attentionn to psychosocial needs). Lower levels of satisfaction have also been noted concerning features 
off  care organisation, in terms of continuity (e.g.: exchange of information between hospital specialists 
andd general practitioner or home care nurses), or of waiting time for receiving medical tests results, or 
forr  obtaining medical appointments. 

Thee development of a patient satisfaction questionnaire for cancer patients originates from the need 
too assess care improvement initiatives that are primarily intended to attenuate the burden of cancer and 
itss treatment on patient's well-being. For this purpose, a subjective measure of patient satisfaction was 
foundd to be particularly appropriate. 

6.22 Why develop a new cancer patient satisfaction questionnaire? 

Inn the literature we did not find a standardised comprehensive patient satisfaction measure that could 
bee used for assessing cancer patients' subjective perception of the quality of care provided in hospitals. 
Inn order to achieve its purposes (i.e.: highlight care deficiencies, assess and monitor care improvement 
initiativess across oncology hospital settings), the questionnaire that was needed should contain sub-
scaless that: 1) represent major components of the care provided in oncology hospitals; 2) reflect issues 
perceivedd as relevant to cancer patients; 3) are applicable across settings; and 4) demonstrate evidence 
off  reliability and validity. 

However,, as shown in table 2 existing cancer patient satisfaction instruments are generally 
designedd for a specific care context. As a result, they usually contain a limited number of care aspects. 
Moreoverr their mode of construction (wording of questions and response scale) vary. This prevents 
comparisonn of their results, and their use in collaborative research so as to define actions that may be 
implementedd across settings to improve cancer patients care. 

AA last issue motivated the elaboration of a new cancer patient satisfaction questionnaire. Patient 
satisfactionn instruments generally result in highly skewed score distributions owing to over-reporting 
off  elevated satisfaction levels. This lack of response variability impairs the identification of different 
levelss of satisfaction and the monitoring of care improvement programs. Socio-psychological artefacts 
mayy explain the report of high satisfaction levels [1]. In cancer patients, for example, the reluctance to 
complainn for fear of unfavourable treatment in the future might be of particular importance. 
Alternativee methods for minimising these artefacts and eliciting more valid reports of satisfaction with 
caree had thus to be tested. 

Thus,, the identification, in oncology, of unmet care needs and dissatisfaction emphasises the need 
too improve care in this setting, and so assess and monitor this endeavour. However we did not find a 
standardisedd comprehensive questionnaire that could be used for assessing patient satisfaction in the 
oncologyy hospital. This prompted the present work, the development and validation of such a 
questionnairee across different countries. 
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Tablee 2. Patient satisfaction questionnaires developed in the oncology field 

MedicalMedical consultation 

Out-patientt medical visit* 

Patientt satisfaction 

PMH/PSQ-MD D 

Visuall  analogue scales 

Loblaww et al., 1999 

Blanchardd et al., 1986 

HealthHealth care service 

Mammographyy clinic* 

Oncologyy department 

Radiotherapyy department 

Ambulatoryy chemotherapy nursing 

care* * 

Ambulatoryy chemotherapy* 

Oncologyy outpatient clinic* 

Homee palliative care* 

Familyy satisfaction with advanced 
cancerr care* 

MGQ Q 

WCSQ Q 

FAMCAREE Scale 

Loekenn et al., 1996 

Hutchinsonn et al., 1991 

Talaminii  et al., 1991 

Sitziaetal.,, 1999 

Oberst,, 1984 

Thomass et al., 1997 

McCusker,, 1984 

Kristjansonn et al., 1993 

PopulationPopulation survey 

Breastt cancer patients Liberatii  et al., 1985 

Mosconi,, 1995 

**  Authors provided some evidence of reliability and validity 
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AA comprehensive assessment of satisfaction with care for cancer patients (CASC) 

II  Introductio n 

Thee assessment of patient satisfaction has become an important concern in the evaluation of health 
services.. The extend to which different healthcare services satisfy their patients is a major determinant 
off  the viability of these services [10]. Moreover, satisfaction with care is also a contributory factor in 
healthcaree outcome, as satisfied patients are more likely to cooperate in their treatment [7]. 

Thee issue of patient assessment of care quality is particularly salient in the field of cancer [21]. 
Cancerr patients are often confronted with continued dependence on healthcare providers for lenghty 
treatments,, medical follow-up or rehabilitation. They commonly experience unpleasant and debilitating 
sidee effects of treatment, which may undermine continued compliance. They often have to face 
considerablee emotional strain. This requires particular attention and interpersonal competence from 
healthcaree providers, specifically for dealing with patients' concerns about the nature, course, and 
prognosiss of the disease. In this context, insufficient quality of healthcare interventions or services can 
contributee to further deterioration of the patients' quality of life. 

However,, in oncology, patients' perception of care quality has scarcely been assessed in a 
standardizedd way. At present, most information on cancer patient satisfaction relies on study-specific 
tools.. This prevents appropriate comparisons and synthesis in collaborative research. This information 
iss generally global, which does not allow for identifying priorities for healthcare improvement. 
Moreover,, littl e is known about patients' opinions of the psychosocial care they receive in the oncology 
hospital.. Finally, patient satisfaction instruments generally result in highly skewed score distributions 
owingg to overreporting of elevated satisfaction levels. Alternative methods for eliciting valid reports of 
satisfactionn with care should thus be tested. 

Thee present paper describes the initial development of the Comprehensive Assessment of Satisfaction 
withh Care (CASC) questionnaire for use with cancer patients. This questionnaire is designed to assess 
cancerr patients' perception of the quality of medical and nursing care. It also evaluates their opinion on 
thee quality of selected aspects of the hospital structure and organization. 

I II  Methods 

Thee development process of the CASC questionnaire involved (1) extensive literature review and 
interviewss with cancer patients and specialists, (2) integration of relevant issues into a provisional 
questionnaire,, (3) preliminary testing of the provisional version and (4) field-testing. The first phase was 
aimedd at selecting relevant issues; the second, at formulating items and instructions; and the third, at 
assessingg the questionnaire precision and clarity; in the fourth, its reliability and validity are to be 
assessedd in a large sample. The first three phases were broadly aimed at elaborating a questionnaire 
demonstratingg content validity. Phase IV is currently drawing to a close wil l be reported in a future 
paper. . 
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II II  Results 

3.11 Generation of relevant issues 

Thee compilation of relevant issues was undertaken through a review of the literature and of existing 
questionnaires.. A literature search was carried out in Medline (1970 - March 1994), with the MeSH 
headingss "consumer satisfaction" and "patient satisfaction" combined with "assessment". 

Twentyy patient satisfaction questionnaires were reviewed [1,2,4-6,8,9,11-13,16,20-24,28-31]. Most 
off  them were either too general (elaborated for general population studies) or too specific (assessing a 
particularr encounter with provider) for the purpose of this assessment. However, some of their items 
weree found appropriate for inclusion in the present questionnaire. 

Inn the studies on cancer patients' satisfaction with care, different features of care emerged as 
particularlyy relevant. These were aspects considered important by cancer patients or indicating their 
dissatisfactionn beyond doubt. 

Wiggerss et al. found that, in ambulatory cancer patients, the aspects of care perceived as most 
importantt were technical competence (correctness of treatment, specialist competence), interpersonal 
skillss (understanding the patient's feelings), communication skills (providing information about cancer), 
andd accessibility (proximity of services to home) [28]. 

Otherr studies revealed different sources of dissatisfaction [3,14,17-19]. Some of them are related to 
organizationn of care : continuity between the hospital setting and home care (exchange of information 
betweenn specialists and general practitioner or home-care nurses); continuity in medical responsibility 
(identificationn of who is responsible for treatment and follow-up); length of waiting-time for medical 
testss results and for medical appointments. Others relate to dissatisfaction with healthcare providers' 
interactionss : information on diagnosis, treatment alternatives, treatment benefits and side-effects; 
referrall  to specific psychosocial services in case of need. 

Inn order to highlight specific needs for care improvement, it was our intention that the instrument 
shouldd be comprehensive and thus cover most dimensions of satisfaction with care. According to Ware 
ett al., a comprehensive taxonomy of satisfaction with care is composed of the following dimensions : 
interpersonall  manner, technical quality, accessibility/convenience, finances, efficacy/outcomes, 
continuity,, physical environment and availability [27]. 

Tablee 1 provides a definition for the different dimensions of care selected for the CASC 
questionnaire.. Satisfaction with treatment efficacy and with cost of care will be considered in a further 
stage. . 

Thee provisional list of 39 issues resulting from the literature review described above was then 
evaluatedd in a structured interview by 13 specialists working at the Rehabilitation and Psycho-Oncology 
Unitt of the Jules Bordet Institute in Brussels (Belgium) and by 16 cancer patients attending the same 
Unit.. They were asked to state whether they found issues irrelevant, redundant, or overlapping or 
consideredd any were missing. Relevant, non overlapping issues proposed by specialists or patients were 
addedd to the list. Issues of low relevance and any that were threatening, overlapping or redundant were 
eliminated. . 
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Itt was decided to assess doctors and nurses overall, because cancer patients are generally in contact 
withh a number of them. Other hospital professionals were not considered because they are not uniformly 
presentt across institutions, so that their inclusion would have limited application of the new 

questionnairee in collaborative research. However, the need for psychological help was investigated, as 
weree the kindness and helpfulness of the reception, laboratory and technical personnel. 

Tablee 1. Definition of satisfaction with care dimensions 

Technicall  quality 

Interpersonall  manner 

Interpersonall  manner 

Communicationn skills 

Coordination n 

Waitingg time 

Continuit y y 

Availabilit y y 

Access s 

Physicall  environment 

Competencee of providers and adherence to high standards of diagnosis 
andd treatment (thoroughness, accuracy, unnecessary risks, making 
mistakes,...) ) 

Competencee of providers and adherence to high standards of diagnosis 
andd treatment (thoroughness, accuracy, unnecessary risks, making 
mistakes,...) ) 

Featuress of the way in which providers interact personally with patients 
(concern,, friendliness, courtesy, respect, rudeness, sensitivity, tact, 
honesty,, confidence, presence, welcoming,...) 

Aptitudess in eliciting information not only on physical but also on 
psychosociall  aspects, in providing information on subjects of patients' 
concerns s 

Managingg of the care provided by a multi-disciplinary team and to the 
operationall  exchange of oral or written information between them 

Organizationall  feature of care, such as waiting for medical tests results, 
waitingg time before a consultation. 

Samenesss of providers 

Adequatee number of providers in an area and resulting levels of 
conveniencee in setting appointments, time spent with providers... 

Easee of access to the hospital, medical department or office 

Physicall  features of the care setting and other "hotel-like" aspects of care 
orr amenities. 

3.22 Construction of the CASC 

Thiss phase consisted in the formulation of items, response choices and instructions. First of all, it was 
importantt to determine how to tackle the commonly reported "ceiling effect" in patient satisfaction 
assessment,, that is the overall positive response. 
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Manyy factors have been cited as contributing to this problem : social desirability, hesitancy about 
expressingg negative opinions, location of testing, and item wording are possible ones. The following 
initiativess have been taken in order to deal with this bias. 

First,, a measure composed of a range of items purported to tap varying aspects of care rather than a 
uniquee item (global measure) was chosen, because this has been reported in the literature to result in 
lesss biased score distribution [15]. 

Second,, any items with threatening connotation have been avoided (e.g., instead of assessing the 
"accuracyy of diagnosis", patients were asked to assess "doctors' understanding of their physical 
problem"). . 

Third,, doctors and nurses are assessed overall rather than individually. This is expected to result in 
lowerr satisfaction scores [16]. 

Fourth,, a scale going from "Poor" to "Excellent" for rating an aspect of care (e.g., "How would you 
ratee the information provided on your illness?") has been selected, because this has demonstrated 
methodologicall  advantages : greater response variability and better prediction of whether patients intend 
too return to the same doctor in the future, recommend the doctor to a friend, or comply with the medical 
regimenn [26]. 

AA Likert-type scale was chosen as ensuring minimal interpretation on the part of respondent, in 
contrastt to a visual analog scale. Five response choices were opted for because this yields more 
informationn and a more reliable response than two or three categories. More categories did not seem to 
warrantt the resulting increase in questionnaire length and complexity [27]. 

Fifth,, an additional rating scale has been included as a validity check : each aspect of care is also 
evaluatedd by a dichotomous (yes/no) question on the patient's wish for its improvement. 

Thee instructions invite patients to assess their experience of the care received during last hospital 
stayy or on current visits to the day hospital for ambulatory treatment. To make it easier for them to 
expresss negative opinions, patients are requested to complete the questionnaire at home. The 
confidentialityy of their answers is stressed. 

Concerningg the overall questionnaire structure, items have been collected in different sections. 
Withinn the different sections, they are ordered by aspects of care (technical, communication, 
interpersonal,...)) or by topics. They follow the chronological course of treatment or medical actions 
(evaluation,, physical tests, diagnosis, treatment, follow-up). Assessment of doctors and nurses has been 
homogenizedd to permit eventual comparisons between them. Thus, when relevant, the same items are 
reproducedd for doctors and nurses. 

3.33 Preliminary testing 

Consecutivee versions of the questionnaire were pilot-tested between March 1994 and March 1995 with 
cancerr patients attending the Rehabilitation and Psycho-Oncology Unit of Jules Bordet Institute. 
Tentativee versions of the questionnaire were administered to a total of 30 cancer patients, who were then 
interviewedd on the breadth of coverage and relevance of items, and on the comprehensibility of items. 

Finally,, a provisional version of the questionnaire was tentatively tested in September 1995 on 40 
patientss approached in the different departments of that Institute : 10 were hospitalized in the internal 
medicinee department and 10 in the surgical department. Of the 20 remaining patients and 10 were 
undergoingg radiotherapy and 10, chemotherapy. Our sample was mainly composed of women (70%), a 
majorityy of whom were receiving treatment for breast cancer (47,5%) and the mean age of all patients 
wass 58 years. 
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Halff  the patients (21/40) needed more than 20 min to answer the questionnaire. Indeed, some patients 
commentedd on its length and the complexity of some items. The score distribution for each item is 
displayedd in Table 2. 

Tablee 2. Pre-testing results 

ITEMSITEMS regarding 

PhysiciansPhysicians care 

TechnicalTechnical skills 

Physicall  examination 
Medicall  history taking 

Medicall  experience 
Accuracyy of diagnosis 

Treatmentt  and medical follow-up 
CommunicationCommunication skills 

Elicitin gg information 

Listening g 
Informatio nn giving-quantity-
symptoms/illness s 
Informatio nn giving-clarity-
symptoms/illness s 
Informatio nn giving-quantity-medical 
tests s 
Informatio nn giving-clarity-medical 
tests s 

Informatio nn giving-quantity-
treatment/sidee effects 
Informatio nn giving-clariry -
trcatmcnt/sidee effects 
Informatio nn giving-resources for  help 
++ * 

InterpersonalInterpersonal skills 

Concernn for  the whole person 
Concernn for  all difficultie s * 
Reassurancee and support given to 
patient t 
Reassurancee and support given to 
relatives relatives 
Humann qualities 
AA vatlability 

Caree to patient's agenda for 
consultation/treatmentt  appointments 

Planningg (A)! 
Samenesss of providerss * 
Frequencyy of visits/consultations 
TimeTime spent with doctor * 

WaitingWaiting time 

Punctualityy at medical consultation 
(A)! ! 

Easinesss to obtain an interview with 
doctorr  * 

no no 

responses responses 

00 (0.0) 

11 (2.5) 
44 (10.0) 
11 (2.5) 

00 (0.0) 

11 (2.5) 

11 (2.5) 
00 (0.0) 

00 (0.0) 

33 (7.5) 

00 (0.0) 

22 (5.0) 

22 (5.0) 

33 (7.5) 

00 (0.0) 

22 (5.0) 
11 (2.5) 

122 (30.0) 

rr  (2.5) 

00 (0.0) 

55 (12.5) 
11 (2.5) 
11 (2.5) 

00 (0.0) 

22 (5.0) 

j j 

0 0 

0 0 
0 0 

0 0 
0 0 

0 0 
0 0 
0 0 

0 0 

1 1 

2 2 

1 1 

1 1 

4 4 

0 0 
0 0 
0 0 

0 0 

0 0 

0 0 

1 1 

0 0 
2 2 

1 1 

2 2 

poor poor 

(0.0) ) 

(0.0) ) 
(0.0) ) 
(0.0) ) 
(0.0) ) 

(0.0) ) 
(0.0) ) 
(0.0) ) 

(0.0) ) 

(1.5) ) 

(5.0) ) 

(2.5) ) 

(25) ) 

(10.0) ) 

(0.0) ) 
(0.0) ) 
(0.0) ) 

(0-0) ) 

(0.0) ) 

(0.0) ) 

(2.5) ) 
(0.0) ) 

(5.0) ) 

(5.0) ) 

(5.0) ) 

average average 

11 (2.5) 
11 (2.5) 
00 (0.0) 
00 (0.0) 
00 (0.0) 

33 (7.5) 
33 (7.5) 

33 (7.5) 

33 (7.5) 

22 (5.0) 

II  (25) 

22 (5.0) 

33 (7.5) 

44 (10.0) 

00 (0.0) 

88 (20.0) 
22 (5.0) 

44 (10.0) 

00 (0.0) 

33 (15.0) 

99 (22.5) 

33 (7.5) 
44 (10.0) 

44 (20.0) 

55 (12.5) 

SCALE E 

good good 

66 (15.0) 
33 (7.5) 
44 (0.0) 
33 (7.5) 

22 (5.0) 

55 (12.5) 

33 (7.5) 
55 (12.5) 

66 (15.0) 

99 (22.5) 

88 (20.0) 

77 (17.5) 

55 (12.5) 

55 (12.5) 

111 (27.5) 
100 (25.0) 
66 (15.0) 

88 (20.0) 

33 (7.5) 

33 (15.0) 

44 (10.0) 
66 (15.0) 
77 (17.5) 

33 (15.0) 

33 (7.5) 

RESPONSES S 

veryvery good 

99 (22.5) 
122 (30.0) 
99 (22.5) 
88 (20.0) 
77 (17.5) 

133 (32.5) 

111 (27.5) 
111 (27.5) 

88 (20.0) 

99 (22.5) 

88 (20.0) 

111 (27.5) 

133 (32.5) 

77 (17.5) 

111 (27.5) 
44 (10.0) 
100 (25.0) 

55 (12.5) 

100 (25.0) 

33 (15.0) 

55 (12.5) 

99 (22.5) 

55 (12.5) 

33 (15.0) 

88 (20.0) 

excellent excellent 

244 (60.0) 
233 (57.5) 
233 (57.5) 
288 (70.0) 

311 (77.5) 

188 (45.0) 

222 (55.0) 
211 (52,5) 

233 (57.5) 

166 (40.0) 

211 (52.5) 

177 (42.5) 

166 (40.0) 

177 (42.5) 

188 (4.5) 
166 (40.0) 
211 (52.5) 

111 (27.5) 

266 (65.0) 

111 (55.0) 

166 (40.0) 

211 (52.5) 
211 (52.5) 

99 (45.0) 

200 (50.0) 
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ITEMSITEMS regarding 

PhysiciansPhysicians care 

Coordination Coordination 

Coordinationn between doctors 

Exchangee of information between 
doctors s 

Exchangee of information between 
doctorss and nurses 

Exchangee of information with general 
practitioner r 

ITEMSITEMS regarding 

NursesNurses care 

Nursingg care skills 
Nursingg care experience 
Caree to comfort 

Oüriöngg information * 
UJkmSeislandingg of patient situation * 

Bnribcmationn giving-quantity-
care/treatmentt

Informatio nn giving-clarity-
caa re/treatment 
Informatio nn giving-resources for  help 
++ * 

Listeningg * 

Reassurancee and support given to 
patient t 

Reassurancee and support given to 
relativess * 

Humann qualities 
Speedd in answering to call for  help * 

ITEMSITEMS regarding 

otherother services 

Humann qualities 
Informatio nn giving-practical 
informationn * 
Informatio nn giving-financial 
informationn + * 

Visitingg hours schedule (H)! + * 
Waitingg time to obtain a medical 
consultation n 

Waitingg time to obtain medical tests 
results s 

Qualityy of food (H)! 
Easinesss to be hospitalized (A)! 
Easinesss of parking,... + * 

Easinesss to find one's way + * 

Comfort,, cleanness, space, calm 

no no 

responses responses 

77 (17.5) 
88 (20.0) 

22 (5.0) 

66 (15.0) 

no no 

responses responses 

00 (0.0) 

11 (2.5) 
00 (0.0) 

00 (0.0) 
00 (0.0) 

00 (0.0) 

00 (0.0) 

33 (7.5) 

00 (0.0) 
22 (5.0) 

122 (30.0) 

00 (0.0) 
22 (5.0) 

no no 

responses responses 

11 (2.5) 
11 (2.5) 

11 (2.5) 

00 (0.0) 

22 (5.0) 

22 (5.0) 

11 (5.0) 
66 (30 0) 
00 (0.0) 

00 (0.0) 

00 (0.0) 

poor poor 

00 (0.0) 
00 (0.0) 

11 (2.5) 

11 (2.5) 

poor poor 

00 (0.0) 
00 (0.0) 

22 (5.0) 

22 (5.0) 
22 (5.0) 

00 (0.0) 

11 (2.5) 

44 (10.0) 

22 (5.0) 
22 (5.0) 

33 (7.5) 

00 (0.0) 

22 (5.0) 

poor poor 

00 (0.0) 
00 (0.0) 

77 (17.5) 

55 (25.0) 
00 (0.0) 

22 (5.0) 

00 (0.0) 

00 (0.0) 
77 (17.5) 

44 (10.0) 

00 (0.0) 

average average 

22 (5.0) 

11 (2.5) 

33 (7.5) 

22 (5.0) 

average average 

11 (2.5) 

11 (2.5) 
11 (2.5) 

44 (10.0) 
44 (10.0) 

77 (17.5) 

44 (10.0) 

44 (10.0) 

44 (10.0) 

22 (5.0) 

33 (7.5) 

22 (5.0) 

44 (10.0) 

average average 

11 (2.5) 

77 (17,5) 

44 (10.0) 

55 (25.0) 

11 (2.5) 

33 (7.5) 

00 (0.0) 
00 (0.0) 

66 (15.0) 
100 (25.0) 

11 (2.5) 

SCALE E 

good good 

44 (10.0) 

55 (12.5) 

88 (20.0) 

66 (15.0) 

SCALE E 

good good 

33 (7.5) 

55 (12.5) 
33 (7.5) 
88 (20.0) 

55 (12.5) 
66 (15.0) 

55 (12.5) 

77 (17.5) 

88 (20.0) 
66 (15.0) 

33 (7.5) 

66 (15.0) 

33 (7.5) 

SCALE E 

good good 

88 (20.0) 

77 (17.5) 

88 (20.0) 

66 (30.0) 
100 (25.0) 

77 (17.5) 

33 (15.0) 
33 (15.0) 

111 (27.5) 
88 (20.0) 

133 (32.5) 

RESPONSES S 

veryvery good 

66 (15.0) 

100 (25.0) 

88 (20.0) 

66 (15.0) 

RESPONSES S 

veryvery good 

100 (25.0) 
88 (20.0) 
99 (22.5) 

100 (25.0) 
122 (30.0) 
44 (10.0) 

88 (20.0) 

44 (10.0) 

77 (17.5) 
88 (20.0) 

55 (12.5) 

66 (15.0) 

77 (17.5) 

RESPONSES S 

veryvery good 

122 (30.0) 
88 (20.0) 

44 (10.0) 

11 (5.0) 
100 (25.0) 

77 (17.5) 

66 (30.0) 

44 (20.0) 
55 (12.5) 

66 (15.5) 
99 (22.5) 

excellent excellent 

211 (52.5) 
166 (40.0) 

188 (45.0) 

199 (47.5) 

excellent excellent 

266 (65.0) 
255 (62.5) 

255 (62.5) 
166 (40.0) 
177 (42.5) 

233 (57.5) 

222 (55.0) 

188 (45.0) 

199 (47.5) 
200 (50.0) 

144 (35.0) 

266 (65.0) 

222 (55.0) 

excellent excellent 

188 (45.0) 
177 (42.5) 

166 (40.0) 

33 (15.0) 
177 (42.5) 

199 (47.5) 

100 (50.0) 

77 (35.0) 

111 (27.5) 
122 (30.0) 

177 (42.5) 
Itemss showing low scores 

**  Items showing scores variation 

!!  Over  20 in (H) or  out (A) patients only 
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Preliminaryy testing analysis considered patients' comments on each item (especially on items expected 
too be difficult or confusing), on the instructions provided and on the overall questionnaire format. 
Reasonss for patients omitting to respond to items were identified from their comments : items showing 
loww scores (where at least 4 patients gave a score of 1) and items showing score variation (where at 
leastt 6 patients gave a score of 2 or below) were pointed out as appropriate items. Items omitted by 
patientss were reworded, rephrased or eliminated, according to the patients' comments. 

3.3.13.3.1 Examples of confusing items 

Patientss reported difficulty in understanding some of the items (e.g., "The waiting time between calling 
forr a medical appointment and the day of the consultation"). Some items were not relevant to every 
patientt (e.g., "... comfort and support given to your relatives"). Patients felt unable to judge "doctors' 
experiencee of your complaints". 

3.3.23.3.2 Items showing low scores or scores variation 

Itemss showing low scores or score variation are more frequent in the part relating to nurses (e.g., 
nurses'' listening, information giving, speed in answering to calls for help) or to services (e.g., quality of 
meals,, ease of finding way). 

Assessmentt of doctors' technical competence led to the highest scores. This may reflect the greater 
difficulty,, for the patients in this sample, of assessing doctors, whereas nurses may be rated negatively 
evenn though they may be excused because of their work overload. 

Somee particular areas of care received lower scores for both doctors and nurses (e.g., information on 
resourcess for help, concern with overall difficulties, sameness of doctors, time spent with doctor, 
doctors'' punctuality). These items highlight patients' complaints in relation to availability and 
interpersonall  aspects of care. 

Thee preliminary testing led to questionnaire amendment. Difficul t items were rephrased (e.g., "The 
waitingg time between calling for a medical appointment and the day of the consultation" by "The time it 
takess to obtain an appointment for medical consultation"). Items too difficult for most patients 
(accordingg to patients' comment, missing answers or high ratings) were eliminated (e.g.: doctors' 
experiencee of care or items assessing the exchange of information between carers). 

Specificc sections were created to address aspects relevant to either in-patients or out-patients only or 
too specific situations. The resulting version of the questionnaire to be field-tested is composed of 61 
items. . 

IVV Discussion 

Thee CASC for cancer patients is a self-report questionnaire to be filled in by the patient at home after a 
hospitall  stay or during the course of an ambulatory treatment. It is intended mainly to assess the impact 
off  interventions aimed at improving cancer patients' quality of life. Thus, a large part of the 
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questionnairee is devoted to communication skills, interpersonal attitudes and availability, continuity and 
coordinationn of care. However, since satisfaction with care is also related to other aspects of care, the 
technicall  competence, structural and organizational aspects of care are also assessed. 

Differentt researchers have discussed the capacity of satisfaction with care questionnaires to elicit a valid 
assessmentt of patients' opinion on the care they have received. Indeed, satisfaction ratings are uniformly 
highh and thus do not reflect the complaints patients express, for example in informal or structured 
interviews.. Questionnaires composed of a minimal number of global items designed for large surveys 
aree generally susceptible to this problem. 

Thee present instrument should be more sensitive to patients' dissatisfaction. It is composed of items 
preciselyy selected to assess different aspects of care. The issues have been chosen to reflect the 
experiencee and needs of cancer patients. This has been ensured by interviews with specialists working in 
thee cancer field and by repeated pilot tests, including debriefing interviews on tentative versions of the 
questionnaire. . 

Analysiss of the preliminary testing reported here underlines some items that may highlight patients' 
complaints.. These refer to the interpersonal aspects of care and point to patients' dissatisfaction in this 
area,, as may also becaome apparent in interviews [3]. 

Thee complementary scales on the patient's perception of a need for improvement in any of the 
differentt aspects of care should provide further help in contrasting and interpreting the questionnaire 
ratings. . 

Finally,, the location of questionnaire completion, that is the patient's home, is also expected to limit 
thee social desirability bias. 

Sincee the questionnaire is designed to be filled in at home, to optimize the response rate, the number 
off  items has to be carefully determined, balancing the requirements of comprehensiveness and 
applicability.. In view of the present length of the questionnaire, a reduction in the number of items is 
scheduled.. It should be undertaken on the basis of psychometric analysis. 

Upp to now the development process of this questionnaire has focused on ensuring its content validity. 
Furtherr steps are those involved in the field-testing on a large sample of cancer patients. This stage is 
underr way in various institutions with different cultural and linguistic backgrounds. 
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II  Introductio n 

Patientt assessment of the quality of their care has a long history. The concept was introduced in the 1970's as 
ann endpoint in the evaluation of health care services. In oncology, attention to patient satisfaction is more 
recentt [1-6]. It coincides with the recognition of the impact of cancer at all human levels. Cancer is no longer 
inevitablyy fatal. Thanks to new technologies the probability of recovery or prolonged survival has expanded. 
Howeverr this has been at the cost of increasingly sophisticated technical procedures often accompanied by 
sidee effects and long term sequelae. These may also cause impersonal interactions with patients. In that 
context,, attention has been directed to the patients' viewpoint in the evaluation of treatment efficacy and 
overalll  care. 

Qualityy of lif e instruments have been elaborated to measure the effects of cancer and its treatment on the 
individual.. Satisfaction with care instruments are intended to raise patient opinion of the quality of health care 
interventionss and services. Insufficient quality of health care provision may constitute an additional burden on 
patients.. Besides, dissatisfaction with care may alter an already challenged compliance which in turn may 
underminee treatment effectiveness [7]. 

Inn the cancer field, patient satisfaction with care entails particular features. Cancer patients usually 
experiencee long term uncertainty and concerns about the nature, course and prognosis of their illness. They 
inevitablyy face continued dependency on health care providers, for either lengthy treatment, medical follow-up 
orr rehabilitation. Moreover in view of the frequent combinations of therapies they are often handled by 
numerouss different health care professionals. In that context, providers' interpersonal and communication 
skillss are of special value, not only in their interaction with patients but also to ensure consistency. 

Thee content and format of instruments used until now in studies of the satisfaction of cancer patients with 
theirr care vary widely. It is thus difficult to compare their results. Consequently, littl e is known about patients' 
opinionss of the quality of their care across settings. Besides considering the common over-reporting of high 
satisfactionn with care levels, alternative methods for assessing satisfaction with care need to be tested. 

Thee general objective of this study was to assess cancer patients' perception of the quality of hospital 
physicianss and nurses as well as of selected aspects of care organisation and hospital environment across 
settingss in different countries. A "comprehensive assessment of satisfaction with care" (CASC) was designed 
forr that purpose [8]. The present paper reports on the psychometric testing of the CASC in patients treated at 
ann oncology institute in Italy (EIO). 

Forr the psychometric analysis of the CASC, the following research questions were posed: 

1.. To what extent does the conceptual structure of the CASC fit the empirically generated structure of the 
scale? ? 

2.. To what extent do the multi-item scales of the CASC reflect internal consistency? 

3.. To what extent do the multi-item scales of the CASC demonstrate convergent-discriminant validity? 
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1.11 Development of a comprehensive assessment of satisfaction with care (CASC) 

Thee initial design and pre-testing of the CASC is reported in a previous publication [8]. The CASC is 
composedd of items selected from existing patient satisfaction questionnaires but reviewed for their relevance 
byy oncology specialists and cancer patients. It is organised in three parts : the first pertaining to doctors; the 
secondd to nurses; and the third to hospital services and general satisfaction. It addresses the technical and 
interpersonall  skills, inofrnration provision and availability of physicians and nurses, and includes issues 
pertinentt to oncology which are rarely addressed in other satisfaction with care assessment questionnaires 
suchh as co-ordination between health care providers, elicitation of information on psychosocial difficulties, 
waitingg time for obtaining test results or implementing treatment. 

Too counter the over-reporting of elevated satisfaction levels and increase the variability of scores, we took 
severall  precautions. First, we chose a multi-dimensional rather than a global assessment approach. A multi-
dimensionall  questionnaire encompasses multiple items bearing on specific aspects of care whereas a global 
itemm consists of an overall assessment (e.g., "II  am fully satisfied with the medical care I received"). Second, a 
"poor",, "fair", "good", "very good" or "excellent" response scale was used to rate each aspect of care. This 
typee of response scale was shown in the literature to present methodological advantages [9], 

Thee CASC was originally written in French, then translated and pilot-tested in the languages of each of the 
participatingg institutions. The translation process followed the guidelines of the European Organisation for 
Researchh and Treatment of Cancer Quality of Life study group [10]. For the Italian version however, the 
translationn was directly made from French. Two initial translations were independently performed by two 
personss of Italian mother tongue with good knowledge of French. A comparison of the two translations led to 
ann intermediate Italian version that was then re-translated into the original questionnaire language by a French 
personn working in Italy. An Italian version for pilot-testing with patients was produced on the basis of 
comparisonn of both the original and re-translated French questionnaires. The final Italian version took into 
accountt patients' comments and a review by an Italian research assistant. A report of this translation process 
iss available from the first author. 

I II  Patients and methods 

2.11 Patients and data collected 

Betweenn March 1997 and March 1998, several hours per week were dedicated to patients' recruitment, 
resultingg in a consecutive series of approximately eight patients who were approached per week in the 
differentt EIO departments. AH patients were within three days of hospital discharge or undergoing out-patient 
chemotherapy.. They were approached and the study was explained to them in a face-to-face meeting. 
However,, they were invited to complete the CASC at home and to return it in a self-addressed pre-stamped 
envelope.. This procedure purports to minimise the social-desirability bias likely to show up in patients' 
responses.. In addition patients had to fil l in a debriefing form inquiring about the time it took to complete the 
questionnairee and the difficulties encountered. 

Socio-demographicc data (age, gender, educational) and clinical data (type of diagnosis, stage of disease, 
timee since diagnosis, out- or in-patient status) were recorded from medical records. Patients were assured of 
thee confidentiality of all information collected. 
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2.22 Statistical analysis 

2.2.12.2.1 Factor analysis. 

Too investigate the pattern underlying patients' responses to the CASC, scores were subjected to principal 
componentt analyses. Separate analyses were performed for physicians, nurses and services sub-scales of the 
CASC.. These analyses permit the detection of independent dimensions (factors) in a set of items on the basis 
off  their inter-relations. The factor solution chosen for the analysis was based on the eigenvalues and the 
interpretabilityy of the factors [11]. Direct oblimin rotation was planned because there was no theoretical 
reasonn to assume orthogonal factors. A pairwise method was used for treating missing data. All analyses were 
madee using the statistical package for the social sciences [12]. 

2.2.22.2.2 Multitrait scaling. 

Multitraitt scaling analysis was used to examine the extent to which the items of the questionnaire could be 
combinedd into the multi-item scales determined by factor analysis. This technique is based on an examination 
off  item-scale correlations [13]. Evidence of item convergent validity was defined as a correlation of > .40 
betweenn an item and its own scale (having excluded the item from its own scale to correct for over-lap). Item 
discriminantt validity was supported and a scaling success counted whenever the correlation between an item 
andd its hypothesized scale (corrected for overlap) was more than two standard errors higher than its 
correlationn with other scales. 

2.2J2.2J Reliability. 

Thee internal consistency of the multi-item questionnaire scales was assessed by Cronbach's alpha coefficient 

[14]. . 

I l ll  Results 

Wee approached 395 consecutive patients. Seven patients (2%) refused to participate because they felt it would 
bee a burden or feared that their responses to the CASC could impact on their treatment. Ninety-eight patients 
(25%)) failed to return the questionnaire. Of the 290 remaining patients, the median age was 54 years (range 
21-96)) and 204 (70%) were female. The frequency of specific malignancies and disease stages reflected the 
typicall  activities of the oncology institute where this study took place. Non-respondents did not differ from 
respondentss with respect baseline socio-demographic and clinical characteristics (Table 1). 

Amongg the 290 patients who returned their questionnaire, the rate of omission by individual items is less 
thann 5%. However, 13% of patients on average did not answer questions about overall difficulties and the 
informationn they had received about resources for help. Fifty-four percent of the patients took more than 15 
minutess to respond to the questionnaire. 

Thee five-level Likert scale going from "poor" to "excellent" was transformed into a scale going from 1 
(poor)) to 5 (excellent). Mean of satisfaction scores by items vary from 2.7 ("doctors' information on resources 
forr help") to 4.7 ("intention to recommend hospital"). The general satisfaction items exhibited the highest 
meanss and the smallest standard deviations. The mean percentage of patients scoring "excellent" is 27. 
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Tablee 1. Patients' characteristics 

Agee (years) 

Median n 

Range e 

Sex x 
Male e 

Female e 

Educationn level 
Elementary y 

Highh school 

College/ / 

University y 

Respondents s 

N=290 0 

(%) ) 

54 4 

21-96 6 

86(30) ) 

204(70) ) 

74(26) ) 

170(57) ) 

46(16) ) 

Nonn respondents 
N=105 5 

(%) ) 

57 7 

19-87 7 

32(31) ) 

73(69) ) 

30(29) ) 

63(60) ) 

12(12) ) 

Diagnosis s 
Nott yet established 

Breast t 

Gynaecological l 

Digestive e 

Colon n 

Lungg cancer 

Headd and neck 

Urologie e 

Lymphoma/ / 

Leukemia a 

Others s 

Noo information 

Diseasee stage 
Nott yet established 

Solidd tumour 

Local l 

Loco-regional l 

Metastasis s 

Leukaemia/ / 

Lymphoma/ / 

Myeloma a 

Noo information 

Treatmentt  setting 
In-patient t 

Out-patient t 

Respondents s 
N=290 0 

(%) ) 

8(3) ) 
132(46) ) 

29(10) ) 

25(9) ) 

23(8) ) 

23(8) ) 

12(4) ) 

10(3) ) 

10(3) ) 

16(6) ) 

2(1) ) 

54(19) ) 

93(32) ) 

41(14) ) 

86(30) ) 

10(3) ) 

6(2) ) 

264(91) ) 

26(9) ) 

Nonn respondents 
N=105 5 

(%) ) 

1(1) ) 
36(34) ) 

8(8) ) 
9(9) ) 

12(11) ) 

14(13) ) 

5(5) ) 

7(7) ) 

4(4) ) 

8(8) ) 

HO O 

14(13) ) 

22(21) ) 

19(18) ) 

44(42) ) 

4(2) ) 

2(2) ) 

96(91) ) 

9(9) ) 

3.11 Factor analysis 

Factorr analysis was first carried out on the overall 50 items of the CASC. The optional sections of the CASC 
weree excluded. This analysis indicated that patients manifest different attitudes towards doctors, nurses and 
aspectss of care organisation, hospital environment and general satisfaction (data not shown). Further factor 
analysess were thus undertaken on the 19 doctors' items, the 17 nurses' items and the 14 services/general 
satisfactionn items separately, in order to discriminate between more specific dimensions of care. 

Thee two-factor solution obtained for the doctors' and nurses' items, using eigenvalue > 1.0 identified one 
dimensionn for availability/co-ordination/technical skills, information provision and human quality, and a 
secondd dimension for interpersonal skills. This solution was found difficult to interpret and too crude for the 
purposee of this questionnaire, i.e. to highlight aspects of care to be improved. A four-factor solution for 
doctors'' (eigenvalues > 0.8) and nurses' items (eigenvalues > 0.5) was then chosen because of their provision 
off  more specific and conceptually coherent dimensions. These explained 75% and 82% of their variance 
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respectively,, disclosing groups of items pertaining to doctors' availability, co-ordination and human quality 
(explainingg 60% of the variance), psychosocial care (6%), technical skills (5%) and information provision 
(4%),, and to nurses' availability, human quality, co-ordination (68%), psychosocial care (7%), technical skills 
(4%)) and information provision (3%). The factor loadings of the CASC doctor and nurse sub-scales are 
displayedd in Tables 2 and 3. The dimension labelled "psychosocial care" encompasses items that reflect 
specificc interpersonal aptitudes which often need to be learned, e.g. "eliciting information on overall 
difficulties". . 

Tablee 2. Factor structure and factor loadings (>0.30) after Oblimin rotation of 19 items 
off  the comprehensive assessment of satisfaction with care doctors sub-scale in cancer 
patientss attending an oncology institute in Italy (n=290) 

Itemss Factor Factor Factor Factor 
1 22 3 4 

ConcerningConcerning doctors, how would you rate: 

Thee number of their visits/consultations .81 -

Thee ease of obtaining an interview with a doctor .78 -
Thee questions they asked you about your physical problems - - .73 -
Thee questions they asked you about your difficulties in general - .66 (-35) 

Theirr willingness to listen to all your concerns (.48) .50 
Thee information they gave you concerning your illness - - - .91 

Thee information they gave you concerning your medical tests - - - .98 
Thee information they gave you concerning your treatment - - - .85 

Thee information they gave you concerning resources for help - (-44) - .46 

Thee coordination between doctors .78 
Thee coordination between doctors and nurses .76 

Thee interest they showed in you personally and not just in your .48 .48 

illness s 

Thee comfort and support they gave you .67 (.35) 

Theirr human qualities (politeness, respect, sensitivity, kindness, .71 
patience,...) ) 
Thee way they carried out your physical examination 
Thee attention they paid to your previous state of health 
Thee understanding they have of your illness 
Thee treatment and follow-up they have planned 
Thee time they devoted to you during their visit 
Eigenvaluee before rotation 
%% of variance 

--
--
--
--

.75 5 

11.45 5 
60% % 

--
--
--
--
--

1.08 8 

6% % 

.80 0 

.89 9 

.60 0 

.65 5 
--

0.90 0 
5% % 

--
--
--
--
--

0.82 2 
4% % 
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Tablee 3. Factor structure and factor loadings (>0.30) after Oblimin rotation of 17 
itemss of the comprehensive Assessment of satisfaction with care nurses sub-scale in 
cancerr patients attending an oncology institute in Italy (n=290) 

Items s Factor r 
1 1 

Factor r 
2 2 

Factor r 
3 3 

Factor r 
4 4 

ConcerningConcerning nurses, how would you rate: 

Thee prompness with which they answered your calls 
Thee questions they asked you about your physical problems 
Thee questions they asked about your difficulties in general 
Theirr willingness to listen to all your concerns 
Thee information they gave you concerning your care 
Thee information they gave you concerning your medical tests 

Thee information they gave you concerning your treatment 
Thee information they gave you concerning resources for help 
Thee coordination between nurses 

Thee attention they paid to your comfort 

Thee interest they showed in you personally and not just in your 
illness s 

Thee comfort and support they gave you 

Theirr human qualities (politeness, respect, sensitivity, kindness, 
patience,...) ) 

Thee way they carried out your physical examination 
Thee understanding they have of your illness 

Thee nursingg care they provided 
Thee time they devoted to you 

Eigenvaluee before rotation 

%% of variance 

.99 9 

.73 3 

.45 5 

.37 7 

.41 1 

.75 5 

.51 1 
.88 8 
.32 2 

.80 0 

(.37) ) 

(.31) ) 
.84 4 
.82 2 
.79 9 

(.37) ) 

--
--
(.31) ) 
.77 7 

n.53 3 
68% % 

--
--
--
--
1.21 1 
7% % 

.92 2 

.84 4 

(.38) ) 

--
0.65 5 
4% % 

--
--
.42 2 

--
0.49 9 
3% % 

Determiningg a multi-dimensional structure of the CASC may be useful for a comparative assessment of 
differentt aspects of care and for identifying priorities of care improvement. However results of factor analysis 
revealedd some overlap among dimensions. For example, the items "willingness to listen" and "support" 
weightedd on the availability and psychosocial care dimensions for doctors and on the psychosocial care and 
informationn dimension for nurses, "nurses' attention to comfort", "nursing care" also loaded on more than one 
dimension. . 

AA three-factor solution was obtained for the services/general satisfaction items (eigenvalue > 1.0). It 
explainedd 62% of score variance and identified dimensions for waiting time/other hospital personnel 
interactionss (42%), general satisfaction (12%) and access/comfort (7%) (Table 4). 
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Factor r 

1 1 

Factor r 

2 2 

--
--

Factor r 

3 3 

.78 .78 

.85 5 

.73 3 

Tablee 4. Factor structure and factor loadings (>0.30) after Oblimin rotation of 14 
itemss of the comprehensive assessment of satisfaction with care hospital services and 
generall  satisfaction sub-scale in a sample of cancer patients attending an oncology 
institutee in Italy (n=290) 

Items s 

ConcerningConcerning hospital services, how would you rate: 

Thee ease of access (parking, means of transports...) 
Thee ease of finding one's way to the different departments 
Thee comfort of the building (cleanness, spaciousness, calmness,...) 
Thee information provided on your admission to and/or discharge .80 
fromm the hospital 
Thee information provided on the cost and reimbursment of care 
Thee kindness and helpfulness of the technical, reception, laboratory 
personnel,... . 
Thee waiting time for obtaining a medical appointment 
Thee speed of implementing medical tests and/or treatments 
Thee waiting time for obtaining results of medical tests 
InIn general, 

II  am fully satisfied with the care received 
II  understand the information provided about my treatment 
II  feel reassured and confident in being treated in this hospital 
II  received sufficient psychological support 
II  would recommend this hospital to my relatives 
Eigenvaluee before rotation 
%%  of variance 

.79 9 

.63 3 

.73 3 

.78 8 

.72 2 

. . 
--
--
--
--
5.88 8 

42% % 

--
--

--
--
--

.89 9 

.44 4 

.72 2 

.85 5 

.68 .68 

1.74 4 

12% % 

--
--

--
--
--

. . 
--
--
--
--
1.04 4 

7% % 
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3.22 Multi-trai t scaling analysis and internal consistency 

Factorr analyses demonstrated the existence of four factors for the doctor or nurse sub-scales and of three 
factorss for the services/general satisfaction sub-scale. Based on these results, the overall 50 items of the 
CASCC were grouped into 11 scales, i.e., 4 for doctors' items, 4 for nurses' items, 1 for the access/comfort 
items,, 1 for the care organisation items and 1 for the general satisfaction items. 

Multi-traitt scaling analyses were performed on this item-grouping. These results lead to the amendment of 
thee initial item-grouping. For example, the "doctors' human quality" item was found to be more closely 
correlatedd with the second scale, which was then labelled doctors' interpersonal skills because it encompassed 
alll  items referring to that concept; the "nurses' willingness to listen" item was found to be more correlated to 
thee technical skills scale than to the initial group of items. 

Thee best scaling results were obtained for the scales as listed in Table 5. For all scales item-scale 
correlationn (corrected for overlap) exceeded the 0.40 criterion for item-convergent validity. Five hundred tests 
(500 items X [11-1] scales) of item-discriminant validity were performed. Overall scaling successes were noted 
inn 77% of the cases. In 22% of the cases, the item was more highly correlated with its own scale but not 
significantly.. In the last instance (1% of the cases), the item was less correlated with its own scale than with 
others;; this was found true of the item "I received sufficient psychological support" which was more 
correlatedd with the doctors' availability and all nurses' scales. This again indicated some inter-dependency 
betweenn scales. For example, items "doctors' support", "doctors' human qualities" were also highly correlated 
too the doctors' availability scale whereas "nurses' willingness to listen", "nurses' attention to comfort" were 
alsoo highly correlated to the nurses' availability scale. This last scale indeed encompassed several 
interpersonall  skills items. 

Thee reliability of the CASC scales proved good to excellent with Cronbach's alpha coefficients ranging 
fromm 0.71 to 0.95 (Table 5). 
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Tablee 5. Item Convergent Validity, Item Discriminant Validity, Item Discriminant Validity Test, and Descriptive 
Statisticss and Scale Reliability of the CASC (n=244)d 

Scales/itemss Convergent*  Discriminant Test'  Mean SD Range Cronbach's 

Doctorss availabilit y .77-.g2 .32-74 80% 3.7 0.9 1-5 .92 
Frequencyy of visits 
Easee obtaining an interview 
Coordinationn between doctors 
Coordinationn doctors/nurses 
Tim ee spent with patient 

Doctorss interpersonal skill s .69-.82 .2S-.74 70% 3.5 1.0 1,2-5 .91 
Questionss on all difficultie s 
Listening g 
Interestt  to the person 
Support t 
Humann qualities 
Informatio nn on resources 

Doctorss technical skills .71-.78 .38-.72 76% 3.8 0.8 1,4-5 .90 
Questionss on physical problems 
Physicall  examination 
Attentionn to previous health 
Understandingg of illness 
Treatment/Follow-up p 

Doctorss information .81-.83 .34-.70 80% 3.6 1.0 1-5 .91 
Informatio nn on illness 
Informatio nn on treatment 
Informatio nn on medical tests 

Nursess availabilit y .81-.86 .30-.81 84% 3.9 0.9 1,3-5 .95 
Interestt  to the person 
Support t 
Humann qualities 
Promptnesss to call 
Timee spent with patient 
Coordinationn between nurses 

Nursingg care 
Nursess psychosocial care .85-.85 .19-.74 90% 2.8 1.2 1-5 .92 
Questionss on all difficultie s 
Informatio nn on resources 

Nursess technical skills .79-.85 .29-.85 74% 3.7 0.9 1,2-5 .93 
Physicall  assessment 
Listening g 
Physicall  examination 
Understandingg of illness 
Attentionn to comfort 

Nursess information .84-.87 .27-.78 73% 3.5 1.1 1-5 .93 
Informatio nn on care 
Informatio nn on medical tests 
Informatio nn on treatment 

Access/Comfortt  .51-.62 .19-.55 53% 3.9 0.8 2-5 .71 
Easee of access 
Easee to find one's way 
Comfortt  of buildin g 

Caree organisation .60-.80 32-.67 78% 3.7 0.8 1,7-5 .89 
Waitin gg for  medical appointment 
Waitin gg for  tests results 
Waitin gg for  having treatment 
Helpfulnesss other  personnel 
Informatio nn on admission 
Informatio nn on cost 

Generall  satisfaction .47-.67 .23-.55 82% 4.4 0.5 2,4-5 .79 
Satisfactionn with care 
Understandingg information 
Reassurance/Confidence e 
Psychologicall  support 
Recommendation n 

""  range of item-scale correlations (corrected for  overlap)."  range of correlations between an hems and other  scales. 
cc percentage of cases in which an item correlates significantly higher  with its own scale (corrected for  overlap) than with other  scales. 
""  missing data are replaced by mean if respondents answer  at least half of the items in each scale, 18% of subjects were omitted for  missing data. The 5-
levell  Liker t scale going from "Poor "  to "Excellent"  was transformed into a scale ranging from 1 (Poor) to 5 (Excellent). On the strength of the multi-trai t 
analysiss results, scale scores were calculated by computing the simple algebraic sum of the items in the scale, after  grouping as shown in this table, and 
dividin gg by the number  of items by scale. Table 5. Item Convergent Validity , Item Discriminant Validity , Item Discriminant Validit y Test, and 
Descriptivee Statistics and Scale Reliabilit y of the CASC ^=244)* 
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IVV Discussion 

Ass a first step in a large-scale psychometric testing, the CASC was analysed from ratings provided by patients 
treatedd in an oncology institute in Italy. This study was intended to test whether the CASC items could be 
summarisedd into fewer independent dimensions and whether these dimensions could demonstrate adequate 
internall  consistency and convergent-discriminant validity estimates. It would also yield information on the 
inter-relationshipp between aspects of care and their importance or specificity with regard to the overall 
perceptionn of care quality for patients underactive treatment in an oncology hospital. 

Patients'' judgement of care quality at times reflects their perceived care needs, their actual experience of 
care,, and their expectations or knowledge of what they may receive from health care providers or services [1]. 
Cancerr patients experience continually shifting physical and psychological needs in parallel with the course of 
theirr disease. The importance of and inter-relationships among aspects of care may change during the course 
off  their illness and treatment. Our results are thus expected to differ from previous similar research on 
advancedd cancer care [15,16]. 

Thee high response rate in this study resulted in a large amount of information. Although it generally 
requiredd more than 15 minutes to fil l in the CASC, only 25% of patients did not respond, which is far better 
thann the levels of response reported in the literature [17]. Although patients were individually recruited and 
motivatedd to give their opinion on the care received, this may also reflect the promptness of their feed-back on 
thee care received in the context of oncology. 

Ann average of 13% of patients on average did not fill  in items concerned with questions about overall 
difficultiess and provision of information on resources for help. This may reflect in that small proportion of 
patientss a lesser need or expectation regarding this type of help. 

Factorr analysis reported dimensions for doctors' and nurses' availability/co-ordination/human quality, 
psychosociall  care, technical competence and information provision. Care organisation, access/comfort, 
generall  satisfaction comprised further independent care dimensions. 

Waree et al. [18] suggested that "several different characteristics of providers and medical care services 
influencee patient satisfaction, and that patients develop distinct attitudes toward each of these". The 
dimensionss of care referred to are interpersonal manner, technical quality, accessibility/convenience, 
continuity,, finances, efficacy/outcome, physical environment and availability. 

Initiall  conceptual item-grouping of the CASC distinguished between doctors' and nurses' technical, 
interpersonall  and communication skills along with availability and co-ordination. 

Communicationn skills encompassed items referring to eliciting or providing information on physical and 
psychosociall  aspects of care. Such item-grouping was approximately confirmed on an empirical basis, 
althoughh with some overlap, namely with regard to interpersonal skills items. Items belonging initially to 
communicationn skills led to either an "Eliciting psychosocial information" or a "medical information 
provision""  dimension. 

Availability,, co-ordination showed the highest loadings on doctors' and nurses' primary factor which 
underliness the importance of this aspect of care for this kind of patients. An independent information provision 
dimensionn could be highlighted for doctors and nurses. But for nurses, this dimension presented some 
interdependencyy with other factors. This suggests the relevance of doctors' (in particular) information 
provision.. Attention to overall difficulties and information on resources for help showed the highest loadings 
onn the second medical and nursing factors. These items also presented the lowest scores. This dimension may 
thuss reflect a specific area of unmet care needs in that sample. 

Thee item-grouping obtained from factor analysis was improved accounting for multi-trait scaling analysis 
results.. The resultant 11 scales demonstrated good internal consistency and convergent validity estimates. 
Withh regard to discriminant validity, most scales presented over 75% of successes among all discriminant 
validityy tests. However, some items also showed high correlation with other scales. The doctors' availability 
andd interpersonal skills, and the nurses' technical skills and information provision scales showed overlap. 
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Physicians**  availability may be perceived by patients as depending on interpersonal qualities which may 
explainn the relationship between these items. Besides it is interesting to underline the link between nurses' 
informationn provision and nursing care, suggesting the importance of this aspect to perception of nurses' 
technicall  competence in these patients. 

Ratingss of technical and interpersonal skills have been found to be highly intercorrelated in the context of 
assessingg resident physicians; one reason proposed for this has been that a variety of skills are required for 
effectivee medical care [19]. It may also justify the high degree of correlation among doctors or nurses items of 
thee CASC. 

Onn the basis of results of multi-trait scaling analysis on satisfaction with long-term and terminal care 
scales,, McCusker [15] concluded that items measuring general satisfaction and satisfaction with physician 
availabilityy performed adequately, but items in three physician behaviour scales (technical care, interpersonal 
care,, and communication) could not be distinguished from one another. She therefore also underlined the 
saliencee of physician availability in the context of long-term and terminal care. In contrast, we could identify 
specificc technical, psychosocial and information provision scales. This points to the relevance of these aspects 
inn cancer patients under active treatment in an oncology hospital. 

Interpretationn of satisfaction with care scales may refer to mean scores [6, 20] or to percentage of patients 
scoringg "excellent" [21]. The latter is proposed because current theories of quality management and 
improvementt recommend comparisons to best practices rather than to minimal standards [22]. A "poor" to 
"excellent""  response scale was chosen for the CASC because it offered greater response variability compared 
too a "very satisfied" to "very dissatisfied" response scale [9]. Compared with the studies just mentioned, 
patientss in this sample provided lower mean scores (ranging from 3 to 4) and there was a lower percentage of 
patientss scoring "excellent" (25% on average) for the different perceived care quality scales. 

Thee doctors' interpersonal skills and information provision scales, and the nurses' psychosocial care and 
informationn provision scales presented the lowest mean scores. The variation in scores levels across the 
differentt scales of the CASC provides relevant information with respect to care improvement. 

Inn conclusion, these preliminary psychometric analyses of the CASC showed that its scores may be validly 
interpretedd by summary scales. This questionnaire raised patient opinion with regard to the quality of doctors' 
andd nurses' availability, technical, interpersonal skills, information provision as well as to hospital access, 
comfort,, care organisation and general satisfaction. The high response rate to the CASC obtained in this study 
mayy be partly explained by patients having been individually contacted for recruitment. Considering the time 
itt takes to complete this questionnaire and the overlap among factors, the CASC may have to be simplified to 
alloww for more acceptable and feasible use in systematic assessment. A shortening of the CASC is planned 
andd data obtained in the settings of other countries participating in the overall research project will be taken 
intoo account. 

Onn the strength of appropriate psychometric properties and adequate length, the CASC may serve different 
objectives.. First, it may be used in patient satisfaction surveys for institutional purpose. In that context, 
interpretationn of the data may be performed by comparing scores across aspects of care and prioritising areas 
forr improvement. Scores may also be compared across departments to establish the desired level of 
satisfaction,, with the level in a given department then checked against the mean level of satisfaction within the 
hospitall  at large. Still at the institutional level, recording satisfaction with care scores over time allows for 
assessingg the impact of initiatives to stimulate improvement. Second, in cross-setting clinical research, an 
assessmentt of patient satisfaction with care may convey useful information about a specific quality-of-life 
issuee (i.e., satisfaction with treatment regimens that vary in terms of length, location or mode of delivery). In 
thatt context, an evaluation of satisfaction with care is a further endpoint forjudging the efficacy of treatment. 
Thiss measure may also provide indications on factors that influence patients' willingness to undergo or sustain 
treatment.. For example, across cultural contexts health care providers' attitude with regard to patients' 
informationn vary, which in turn may influence trial compliance. Analysis of data by sub-group of institutions 
characterisedd by cultural background or health system may avert identification of a specific centre 
performance.. Thus, in the context of both routine delivery of care and controlled clinical trial, the CASC 
wouldd ultimately help enhancing the quality of care in oncology. 
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AA comprehensive assessment of satisfaction with care : preliminary psychometric analysis in French, Polish, Swedish and Italian oncology patients 

II  Introductio n 

Inn most Western countries, governments, professional bodies, health authorities urge health care institutions to 
surveyy patients' satisfaction with care. This results from several reasons. Firstly, economical constraints in 
healthh care made crucial the identification of cost-effective interventions. In this respect patients' opinion on 
thee care received constitutes an endpoint in quality of care evaluation. Besides effectiveness of care relies on 
patientt satisfaction since satisfied patients evidence increased understanding and retention of medical 
information,, adherence to medical recommendation, treatment compliance and continuity in the relationship 
withh doctor [1-4]. Secondly, the influence of patients' care experience on the future of health care institutions 
hass been recognised : satisfied patients are more likely to recommend the service they attended. Thirdly, 
humanisticc reasons in face of expanding medical technology alsoo gave rise to soliciting patients' views on their 
care.. Particular attention has been paid to the impact of treatment on quality of life and to health care 
professionals'' interpersonal skills, to patients' concerns and to information provision. In the field of cancer, it 
hass been argued that patients' perceived quality of care plays a central part in their quality of life [5], 

AA patient satisfaction assessment may be useful in different respects. Firstly, at the institution level it may 
helpp health service managers in prioritising aspects of care in quality improvement policy. Secondly, 
satisfactionn with care data also provide insight into patients' experiences, and can lead to an improvement in 
healthh care on the basis of these experiences. Thirdly, at the multilevel setting, within or across nations, 
collectingg patient satisfaction information may constitute a database to consult for individual institution 
feedbackk and comparative assessment, eliciting particular care improvement initiatives. Fourthly, in the 
contextt of controlled clinical trials, a measure of satisfaction with care may highlight specific differences 
betweenn treatment arms, or it may help in explaining the variance in patients' willingness to undergo or 
sustainn treatments which are burdensome or toxic [6]. Fifthly, still in the field of collaborative international 
research,, this evaluation may account for cultural differences in care experience and thus lead to better quality 
off  life data. 

Sincee most patient satisfaction questionnaires have been developed in Anglo-Saxon countries [7-10] and 
havee rarely been validated across countries and cultures, the assessment and comparison of patient 
satisfactionn across countries or cultures is currently limited. The development of a patient satisfaction 
instrumentt that could be used across nations deserves attention. 

Thee present paper reports on the preliminary psychometric testing of the "Comprehensive Assessment of 
Satisfactionn with Care" (CASC) [11] across samples from different cultural background. The CASC had 
initiallyy been tested in an Italian sample [12]. Previous results are now compared with those obtained in 
sampless of oncology settings from France, Poland and Sweden. The CASC is a provisional patient satisfaction 
questionnairee to be revised according to present pilot testing in order to provide one final questionnaire version 
too field-test in larger cross-cultural samples. 

Thee following aspects are considered : 1) the completeness of data, or whether systematic items in the 
CASCC are omitted across country sample; 2) the empirical structure of the CASC across country samples, or 
whetherr similar care dimensions in the CASC can be found across countries and cultures, and thus whether 
thee same scoring procedures can be carried out. One approach to address the later issue is to estimate the 
questionnairee item convergent-discriminant validity and scale internal consistency. The following question is 
raisedd : Do the multi-item scales of the CASC as established in the Italian sample show evidence of internal 
consistencyy and convergent-discriminant validity in the French, Polish or Swedish samples? 
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I II  Development and preliminar y psychometric analyses of the CASC 

Thee CASC is designed to assess cancer patients' perception of the quality of care received in the oncology 
hospitall  [11, 12]. It focuses on patients' interactions with doctors and nurses and is primarily intended to 
evaluatee psychosocial interventions that affect quality of life (e.g.: training in communication skills for the 
medicall  or nursing staff; improved pattern of care organisation). 

Thiss questionnaire is composed of 60 items which were selected according to literature review and 
interviewss with cancer patients and oncology specialists. A new patient satisfaction questionnaire had been 
developedd to account for the specific features of cancer care which were insufficiently addressed in other 
patientt satisfaction instruments, for example, providers' interpersonal and communication skills or care 
continuity. . 

Eachh CASC items consists of an aspects of care which is rated on a 5-Ievel Likert scale ranging from 
"Poor""  to "Excellent". Scales regarding doctors' behaviour (19 items), nurses' behaviour (17 items) and 
servicess (24 items) consist of the technical, communication and interpersonal skills, availability and co-
ordination,, waiting time, access, comfort, kindness and helpfulness of other hospital personnel. A scale of 
overalll  satisfaction (5 items) is also included. These issues were selected because of their relevance to quality 
off  life, focusing on doctors' and nurses' attention to physical and psychosocial problems as well as information 
provision.. Items regarding satisfaction with the cost of care or with the treatment efficacy were not included in 
thiss questionnaire because, compared to aspects of patients' interactions with providers and services, these 
dependd largely on the health care system or the treatment provided. 

Thee conceptual structure of the CASC was tested by exploratory factor analysis on data collected in 290 
patientss attending an oncology institute in Italy. Separate factor analyses on doctors, nurses and services sub-
scaless evidenced dimensions for doctors' and nurses' availability/co-ordination/human quality, psychosocial 
care,, technical competence and information provision as well as for care organisation, general satisfaction and 
access/comfort.. Multitrait scaling analysis was carried out on an item-grouping resulting from factor analyses. 
Highh levels of internal consistency and convergent validity were obtained. Discriminant validity could be 
improvedd in 2% of overall item-discriminant validity tests [12], 

Thee originally devised CASC was in French. It was then translated in a forward-backward procedure into 
Englishh and Italian, and from English into Polish and Swedish, following the guidelines of the European 
Organisationn for Research and Treatment of Cancer Quality of Life study group [13]. A report of the 
translationn process is available from the first author. 

Il ll  Methods 

3.11 Patients and data collected 

Inn France, 140 consecutive cancer patients were recruited from the surgery, out-patient chemotherapy or 
radiotherapyy departments (Institut Curie, Paris; Centre Paul Strauss, Strasbourg). In Poland, 186 consecutive 
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cancerr patients were recruited from the surgery and radiotherapy department (M. Sklodowska-Curie 
Memoriall  Cancer Centre, Warsaw) and in Sweden, the 133 consecutive cancer patients recruited were 
attendingg the department of endocrine tumours (Uppsala Academic Hospital, Uppsala, Sweden). 

Inn the different institutes involved, patients were either within 3 days of hospital discharge or in the course of 
out-patientt oncology treatment. They were invited to complete the CASC at home and send it back through a 
self-addressedd pre-stamped envelope. Depending on the institution, either a research assistant, a nurse or a 
doctorr were in charge of recruiting patients. 

Socio-demographicc data, age, gender, educational (except for the Swedish sample) and clinical data (type 
off  diagnosis, stage of disease, treatment setting) were collected through medical records. Patients were ensured 
off  the confidentiality of all information gathered 

3.22 Statistical analysis 

Too enable comparison, the optional sections of the CASC containing 10 items relevant to either in- or out-
patientss only, were excluded. Analyses were thus performed on the 19 doctors' items, 17 nurses' items and 14 
services'' and general satisfaction items of the CASC. 

3.2.13.2.1 Muhitrait scaling 

Multitraitt scaling analyses were performed in the French, Polish and Swedish samples, in order to examine the 
extentt to which the item-grouping determined in the Italian study could be replicated in these country samples 
[14].. Multitrait scaling analyses are purported to determine whether items of a multiple item questionnaire can 
bee combined (and their ratings summated) into hypothesised scales. A number of assumptions are examined 
simultaneously,, including the assumption that items are substantially linearly related to the total scale score (a 
traditionall  convergent validity criterion usually expressed in terms of internal-consistency); that items contain 
roughlyy the same proportion of information about the construct being measured (test of equality of item-scale 
correlation);; and that items are stronger measures of their hypothesised constructs than of other constructs 
(testt of item-discriminant validity). Evidence of item convergent validity was defined as a correlation of > 0.40 
(correctedd for overlap) between an item and its own scale. Item-discriminant validity was supported and a 
scalingg success counted whenever the correlation between an item and its hypothesised scale (corrected for 
overlap)) was more than 2 standard errors higher than its correlation with other scales. Scaling failures were 
identifiedd when an item correlated lower with its hypothesised scale (corrected for overlap) than with other 
scales.. Missing data were treated by mean substitution if respondents answered at least half the items of the 
scalee (i.e.: by the patient's mean score over the other items of the scale). This approach was chosen because 
omittingg patients with missing responses would have reduced the power of the study. To obtain optimal 
scalingg results across the four countries, a revised item-grouping was established by transferring items that 
evidencedd scaling failure to the scales with which they were more highly correlated. 

3.2.23.2.2 Reliability 

Too establish reliability, that is the extent to which a measure gives consistent and accurate results, Cronbach's 
alphaa coefficients were assessed [15]. Optimal internal consistency coefficients over Cronbach's alpha = 0.70 
havee been proposed for group comparison [16]. 

63 3 



ChapterChapter 4 

IVV Results 

4.11 Samples characteristics 

Inn France, among the 140 patients approached, one patient refused to participate and 11 patients did not 
returnn the questionnaire, in 3 cases because of physical disturbance (Response rate = 91%). In the Polish 
cancerr centre, all 186 patients approached returned their questionnaire (Response rate = 100%). In Sweden, 
1233 of 133 patients returned their questionnaire (Response rate = 93%). 

Thee median age was 57 years in France and Poland (range : 20-82 and 37-85, respectively) and 58 years in 
Swedenn (range : 24-81). Ninety-six (75%) patients in France, 168 (90%) in Poland and 57 (43%) in Sweden 
weree female. In France, patients were mainly affected from localised breast cancer, in Poland from cervical 
cancerr and in Sweden from endocrine tumour. Eighty-seven (68%) patients in France were undergoing out-
patientt chemotherapy or radiotherapy, 178 (96%) patients in Poland were hospitalised and 154 (83%) were 
undergoingg radiotherapy. In Sweden all patients were hospitalised, under either chemotherapy or 
immunotherapyy (Table 1). 
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Tablee 1. Patients' characteristics 

Agee (years) 

Median n 

Range e 

Gender* * 

Male e 

Female e 

Noo information 

Educationn level* 
Elementary y 

Highh school 

College/ / 

University y 

Noo Information 

Typee of cancer* 
Nott yet established 

Breast t 

Gynaecological l 

Digestive e 

Colon n 

Lung g 

Headd and neck 

Urologie e 
Haematological l 

Carcinoid d 
Endocrinee pancreatic 

Otherr endocrine 

Others s 
Noo information 

Diseasee status* 
Nott yet established 

Solidd tumour 

Local l 
Loco-regional l 

Metastatic c 

Remission n 

Haematological l 

Noo information 

Treatmentt  setting* 

In-patient t 

Out-patient t 

**  Numbers (percentages) 

France e 
N=128 8 

57 7 

20-82 2 

322 (25) 

966 (75) 

--

6(5) ) 

866 (67) 

366 (28) 

--
77(60) ) 

9(7) ) 

3(2) ) 

7(6) ) 

10(8) ) 

17(13) ) 

--
HO O 
--

--
2(2) ) 

2(2) ) 

HI) ) 

811 (63) 

10(8) ) 

288 (22) 

6(5) ) 

1(1) ) 

1(1) ) 

411 (32) 

877 (68) 

Poland d 

N=186 6 

57 7 

37-85 5 

15(8) ) 

1688 (90) 

3(2) ) 

822 (44) 

833 (45) 

15(8) ) 

6(3) ) 

--
11(6) ) 

128(69) ) 

--
--
--

6(3) ) 

--
--
--

--
--

41(22) ) 

--

8(4) ) 

233 (12) 

19(10) ) 

--
--

136(73) ) 

178(96) ) 

8(4) ) 

Sweden n 
N=123 3 

57 7 

24-81 1 

66(54) ) 

57(46) ) 

--

Nott available 

--
--
--
--
--
--
--
--
--

722 (59) 

255 (20) 

26(21) ) 

--
--

--

11(9) ) 

--
277 (22) 

--
--

855 (69) 

1233 (100) 

--

Ital y y 

N=290 0 

54 4 

21-96 6 

866 (30) 

2044 (70) 

--

744 (26) 

170(57) ) 

46(16) ) 

8(3) ) 

1322 (46) 

29(10) ) 

25(9) ) 

23(8) ) 

23(8) ) 

12(4) ) 

10(3) ) 

10(3) ) 

--
--
--

16(6) ) 

2(1) ) 

54(19) ) 

933 (32) 

41(14) ) 

866 (30) 

--
10(3) ) 

6(2) ) 

264(91) ) 

26(9) ) 
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4.22 Missing data 

Thee median percentage of item omission was 7% (range : 1%-21%) in the French institutions, 1% (range : 
0%-6%)) in the Polish cancer centre and 2% (range : 0%-17%) in the Swedish department. Items presenting 
thee highest omission rate in France were "Nurses' questions on overall difficulties" (21%), "Doctors/Nurses' 
informationn on resources for help" (17/20%), in Poland "Ease of access" (6%), and in Sweden "Waiting time 
forr obtaining a medical appointment" (17%). 

433 Multitrait scaling analyses across the French, Polish, Swedish and Italian samples 

Muhhraitt scaling analyses were performed first on the 11 scales determined in the Italian study. Results are 
displayedd in Table 2. Across the four countries, item-convergent validity proved substantial and satisfactory, 
exceptt for the access/comfort scale for the French, Polish and Swedish samples and for the general 
satisfactionn scale for the Polish sample. The nurses' psychosocial care scale do not have a range of correlation 
becausee it only encompasses two items. 

Itemss demonstrating scaling failure were identified. A revised item-grouping was created as described in 
thee method section, and tested again on the French, Polish, Swedish as well as Italian samples. The nurses' 
psychosociall  scale which encompassed items highly correlated with the nurses' information scale especially in 
Francee and Sweden, were fused with that specific scale. The access/comfort scale items and the item "I 
receivedd enough psychological support" were made single-item scales because evidencing heterogeneous 
correlationn with the different scales across country samples. Results are listed in Table 3. 

Inn the four country samples, all item-scale correlation for the revised item-grouping exceeded the 0.40 
criterionn for item convergent validity, indicating that items were substantially linearly related to the concept 
beingg measured. Tests of item discriminant validity were performed. Overall scaling successes (data not 
shown)) were noted in 76%, 87%, 56% and 86% of the cases in the French, Polish, Swedish and Italian 
sampless respectively. Scaling failures were observed for 6%, 2%, 1% and 6% of the cases in the French, 
Polish,, Swedish and Italian samples respectively. Individual items that were significantly related to another 
scalee than to the hypothesised scale were either reflecting general interpersonal skills (e.g.: doctors' "Human 
quality""  in Italy, Poland and Sweden) or denoting different concepts by way of wording (e.g.: "Physical 
assessment""  in France and Sweden). 

4.44 Internal consistency across the French, Polish, Swedish and Italian samples 

Inn the four countries, internal consistency of the revised scales proved excellent with Cronbach's alpha 
coefficientss exceeding 0.80 in 34 out of 36 cases and exceeding 0.90 in 17 cases out of 36 (Table 3). 
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Tablee 2. Item Convergent Validity, Scaling failures and Scale Reliability of the CASC 
basedd on the Italian study item-grouping 

Scales/items s Convergent" " 

FRFR PO IT SW 

Doctorss availability .6S-.76 .Ó7-.74 .77-.82 .64-.81 

Doctorss -62-.78 .51-.71 .Ó9-.82 .5Ó-.76 
interpersonall  skills 
Doctorss technical .S8-.75 .55-.7S .71-.78 .52-.73 
skills s 
Doctorss information .71-.78 .78-.86 .81-.83 .70-.77 

.62-.822 .52-.77 .81-.86 .58-.80 

.666 .62 .85 .63 
Nursess availability 

Nursess psychosocial 
care e 

Nursess technical 
skills s 

Nursess information 

Access/Comfort t 

Caree organisation 

.61-.800 .47-.6S J9-.85 .63-.80 

.86-.888 .84-.90 .84-.87 .79-.87 

.30-.466 .22-.28 .51-62 .39-.50 

.62-.700 .46-.Ö7 .60-.80 .54-.70 

Generall  satisfaction .S2-.66 .36-.81 .47-.67 .S5-.62 

Overall l 

Scalingg failures + Cronbach'ss a 

FRFR PO rr sw 

o% % 
2% % 

0% % 

8% % 

0% % 
2% % 

0% % 
5% % 

FRFR PO IT SW 

2%% 0% 0% 2% 

4% % 8%% 2% 6% 

0%% 0% 0% 0% 

27%% 20% 0% 3% 

0%% 3% 0% 3% 

0%% 2% 10% 4% 

5%% 6% 2% 4% 

.87 7 

.88 8 

.86 6 

.87 7 

.81 1 

.94 4 

.59 9 

.87 7 

.79 9 

.94 4 

.49 9 

.82 2 

.84 4 

.92 2 

.91 1 

.866 .90 

.93 3 

.71 1 

.89 9 

.79 9 

.89 9 

.87 7 

.83 3 

0% % 

3% % 

0% % 

0% % 

1% % 

0% % 

0% % 

1% % 

0% % 

0% % 

4% % 

20% % 

.86 6 

.92 2 

.79 9 

.91 1 

.88 8 

.77 7 

.91 1 

.95 5 

.92 2 

.86 6 

.89 9 

.77 7 

.877 .79 .93 .89 

.91 1 

.64 4 

.84 4 

.78 8 

**  rang*  of item-scale correlation (corrected for overlap). + Percentage of cases in which an item correlate lower with its own scale (corrected for overlap) 
thann with other scales. 

Tablee 3. Item Convergent Validity, Scaling failures and Scale Reliability based on a 
revisedd item-grouping 

Scales/items s Convergent* * Scalingg failures Cronbach'ss a 

FR FR PO PO IT IT sir sir 

Doctorss availability .65-.78 .66-.74 .76-.82 .66-.81 

Doctorss .64-.79 .52-.71 .67-.82 .5S-.77 
interpersonall  skills 
Doctorss technical .59-.7Ó .56-.7S .75-.78 .S3-.74 
skills s 
Doctorss information .71-.78 .78-.87 .80-.82 .74-.79 

Nursess -65-.83 .52-/76 .75-.86 .S8-.82 
interpersonall  skills 
Nursess technical .71-.81 .S8-.65 .80-.84 ,66-.83 
skills s 
Nursess .70-.87 .63-.88 .80-.86 .6Ó-.84 
communication n 

Caree organisation .65-.72 .4S-.67 .S9-.79 .52-.73 

Generall  satisfaction .47-.64 .65-.84 .58-.68 ,54-.63 

Overall l 

FRFR PO IT SW 

0%0% 0% 0% 0% 

0%% 9% 2% 3% 

2%% 0% 0% 2% 

0%% 0% 0% 0% 

1%% 1% 3% 0% 

0%% 2% 0% 2% 

0%% 0% 0% 2% 

0%% 3% 0% 0% 

2%% 0% 0% 2% 
6%% 2% 6% 1% 

FRFR PO IT SW 

.888 .86 .92 .90 

.899 .81 .91 .87 

.877 .86 .91 .84 

.866 .91 .91 .87 

.922 .87 .95 .90 

.911 .81 .93 .90 

.911 .91 .93 .90 

.888 .82 .88 .84 

.766 .90 .81 .77 
ee of item-scale correlation (corrected for overlap). + Percentage of cases in which an item correlate lower with its own scale 

(correctedd for overlap) than with other scales. 
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VV Discussion 

Thee present paper describes the results of a preliminary cross-cultural psychometric testing of a 
"Comprehensivee Assessment of Satisfaction with Care" (CASC). The CASC is a provisional patient 
satisfactionn questionnaire designed to assess patients' perception of the quality of care received in the 
oncologyy hospital. So far, information on the CASC psychometric performance had been obtained from the 
analysess of data collected in only one country. In order to broaden the relevance of these results, further 
analysess had to be carried out on data from other cultural backgrounds. The present testing of the CASC 
bearss on data collected in Northern, Eastern and Southern Europe countries and on a wider patient population. 
Thesee analyses should reflect results to be expected in larger samples from oncology settings in these 
geographicall  areas. 

Itemss omitted and scaling properties of the CASC were first analysed in an Italian sample and reported 
elsewheree [12], they served as a reference standpoint for the present testing. Omission of an item may reflect a 
difficultyy in answering the item because the item is found difficult to understand, troublesome or irrelevant. 
Systematicc item omission point to the need for item deletion or rewording. Multitrait scaling analyses are 
aimedd at determining a limited number of independent dimensions in a multi-item questionnaire in order to 
summarisee scores and so reduce the number of variables to consider in multivariate analyses. Considering the 
sampless size in this study, multi-trait scaling analyses must be considered as exploratory, providing 
indicationss on the relationship between items across patients' samples from culturally different background. 

Thee response rate in this study (91% to 100%) proved high comparatively to other patient satisfaction 
surveyss (72% on average as reported in the literature [17]). In fact the procedure for questionnaire 
administrationn in this study protocol required that a specific research assistant, a doctor or a nurse introduce 
patientss individually to the rationale and objectives of the study. This should be considered in further patient 
satisfactionn research. 

Acrosss country samples, some items consistently encompassed a higher rate of omission relatively to 
others.. These items pertained to the evaluation of patient' psychosocial difficulties, provision of information 
onn resources for help, co-ordination between doctors and nurses, or information on the cost or reimbursement 
off  care. They should be considered for deletion or rewording. 

Regardingg multi-trait scaling analyses, it was expected that the inter-relationship between the CASC items 
andd the resulting scaling properties of the questionnaire would differ across country samples. Firstly, patients' 
expectationss and actual experience of care vary across cultural contexts depending on individuals' values, 
beliefss or socio-economic background as well as on institutional factors, the national economic level, health 
caree system, and health care professionals training and attitude. Secondly, the four samples differed in terms 
off  the treatment setting where they were mainly constituted, i.e.: ambulatory setting in France and 
hospitalisationn in Poland, Sweden and Italy. This might also entail variations in patients' needs and 
expectations,, and consequently in responses to the CASC items. The Italian sample was composed of 
consecutivee patients recruited from all departments of the oncology institution and included mainly breast 
cancerr patients at various disease stages. Thirdly, as Guillemin and colleagues [18] indicate, differences found 
whenn using a questionnaire cross-culturally may result from either a semantic, an idiomatic, an experiential or 
aa conceptual distinction. In the present study although a standard forward and backward procedure was used 
too translate the CASC, some semantic differences between versions may have been introduced considering the 
complexityy of the CASC items. 

Inn order to achieve optimal results of multitrait scaling analyses across the four country samples, a revised 
item-groupingg of the CASC was established. The changes consisted of fusing the nurses' information and 
psychosociall  scales, and in separating the conceptually distinct items of the access/comfort scale. The new 
scalingg provided excellent internal consistencies and convergent validity estimates in France, Poland and 
Swedenn (even if these estimates are over-estimated considering the procedure for treating missing data), and 
enhancedd results in Italy. Most Cronbach's alpha coefficients (94%) exceeded 0.80 and all item-scale 
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correlationn were above the 0.40 criterion for item convergent validity. Discriminant validity proved less 
satisfactory.. The overall scaling successes suggest that quite some items correlated substantially to another 
scalee than to the intended one, especially in Sweden (56% of scaling successes) and France (76% of scaling 
successes). . 

Overr the different samples, the lower level of discriminant validity estimates may be related to the 
importancee of inter-correlation between ratings of different aspects of care. This has often been reported and 
explainedd by possible powerful "halo effects" in patients' judgements about health care whereby strong 
impressionss of the personal qualities of a doctor may shape other perceptions made for example with regard to 
technicall  skills [1], Exclusion of items particularly sensitive to this problem is an option for improving 
discriminantt validity. Considering the specific country, some overlap between the CASC scales could be 
explainedd either by the equivalence of item wording (e.g.: "Questions on your physical problems" followed by 
"Questionss on your overall difficulties" in France) or by the theoretical link between the concepts (e.g.: 
"Humann quality" highly correlated with both the availability and interpersonal skills scales in Italy, Poland 
andd Sweden). In France and in Sweden, items that covered the interpersonal and technical skills scales were 
pertainingg more to the doctor-patient dialogue than to the medical behaviour (e.g.: "Questions on your 
physicall  problems" in France and "Attention to your previous health" in Sweden). These items should also be 
candidatess for deletion or rewording in further CASC development since they reduce the CASC ability to 
distinguishh between patients' assessment of different aspects of care. 

Soo far, the preliminary psychometric analysis of the CASC data across four country samples from 
differentt cultural backgrounds (Northern Europe, Eastern Europe, French and Latin) highlighted that specific 
itemss were more frequently omitted or did not belong to one specific care dimension, whereas others had 
consistentlyy a high response rate and constituted an independent care dimension homogeneously across 
countryy samples. This was particularly true for items dealing with information provision. On the basis of these 
resultss a revised version of the CASC will be designed and field-tested in a large scale international study. 

5.11 Implications for practice 

Thee cross-cultural development and psychometric testing of a patient satisfaction questionnaire is meant to 
providee a psychometrically robust instrument for use in the context of international clinical trials, or for cross-
culturall  comparative health care research. In the first instance this evaluation would provide more precise 
qualityy of life data. In the latter instance, a better understanding of satisfaction with care according to 
patients'' cultural characteristics, would help attuning to cultural values in the interactions between health care 
providerss and patients (for example with regard to the provision of medical information for clinical research 
participationn consent). 

Inn the present study, it was possible to achieve a high response rate although patients had to send back the 
patientt satisfaction questionnaire they had completed at home. However a research assistant, a doctor or a 
nursee had been specifically designated to introduce and motivate patients to study participation. 

Thankss to cross-cultural data, the present study provided indications for revising the questionnaire. Further 
psychometricc testing should aim at collecting larger and more diverse cross-cultural samples. 
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Patients''  satisfaction ratings and their  desire for  care improvement across oncology settings from France, Italy , Poland and Sweden 

II  Introduction 

Duringg the past decades increased attention has been paid to monitoring and improving the quality of health 
caree services. In this respect, there is a growing consensus that patient satisfaction is an important outcome 
parameterr [1]. Patient satisfaction is an indicator of care quality and its assessment provides feed-back to 
clinicianss and to services. Thus it may stimulate improvement initiatives. It is also considered as an 'outcome' 
measure,, allowing one to assess the superiority of one treatment, program of care, health care organisation or 
system,, over another. Across countries, one may foresee satisfaction ratings to be important for establishing 
thee adequacy and the quality of health care practices [2,3]. 

Too achieve these objectives, patient satisfaction measurements have to deal with methodological difficulties 
commonlyy reported in this field. These include sampling strategies, response rate and discrimination between 
gradess of satisfaction [4]. Most importantly, the assessment instruments have to demonstrate quality in terms 
off  reliability and validity [5], and for international application, cross-cultural validity. 

Overr the past years, we undertook a cross-national research project aimed at designing a patient 
satisfactionn questionnaire relevant to the oncology hospital setting. Previous papers describe the development 
off  this questionnaire, a Comprehensive Assessment of Satisfaction with Care (CASC) [6,7] and, its reliability 
andd construct validity testing across oncology settings from France, Italy, Poland and Sweden [8]. 

Thee CASC is composed of 60 items inquiring on patients' perception of the quality of different aspects of 
care.. In addition, for the same aspects of care patients are also asked to mention whether they would want 
improvement.. This second scale was incorporated to determine the implication of satisfaction ratings in terms 
off  patients' desire for care improvement. In this study, we assessed whether, across samples from different 
culturall  background, the same proportion of patients wanted care improvement for the same level of 
satisfaction.. In addition, since satisfaction ratings have been shown to vary according to health care attribute 
performancee as well as respondents*  characteristics [9,10], we also evaluated whether the relationship between 
levell  of satisfaction and desire for care improvement across country samples, was affected by age, gender, 
educationn level and type of items (i.e.: doctors', nurses' or hospital services' items). 

Thiss study would provide information relevant to the cross-cultural comparability of the instrument in 
termss of need for care improvement. To our knowledge no empirical study of the meaning of satisfaction 
ratingss in terms of desire for care improvement across cultures and languages, has been reported earlier. 

I II  Methods 

2.11 Patients and procedures 

Inn France, consecutive cancer patients were recruited from the surgery, out-patient chemotherapy or 
radiotherapyy departments of two hospitals (Institut Curie, Paris; Centre Paul Strauss, Strasbourg). In Italy, 
consecutivee patients were recruited from the medical oncology, surgery and out-patient chemotherapy 
departmentss of one hospital (European Institute of Oncology, Milan). In Poland, consecutive cancer patients 
weree recruited from a surgery and a radiotherapy department (M. Sklodowska-Curie Memorial Cancer 
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Centre,, Warsaw) and in Sweden, the consecutive cancer patients recruited were attending the department of 
Endocrinee Oncology (Uppsala Academic Hospital, Uppsala, Sweden). 

Inn the different institutes involved, patients were approached either within 3 days of hospital discharge or 
inn the course of out-patient oncology treatment. In Poland the CASC was completed in a face-to-face 
interview.. In the three other countries the questionnaire was completed at home and sent back through a self-
addressedd pre-stamped envelope. Depending on the institution, either a research assistant, a nurse or a doctor 
weree in charge of recruiting patients. 

Socio-demographicc data like age, gender, education and clinical data (type of diagnosis, stage of disease, 
treatmentt setting) were collected through medical records or patients' interview. Data on education were not 
availablee for the Swedish sample. Patients were assured of the confidentiality of all information gathered 

2.22 The instrument 

Thee CASC encompasses scales regarding doctors' behaviour, nurses' behaviour and services. They consist of 
thee availability and co-ordination, interpersonal skills, technical and communication skills, kindness and 
helpfulnesss of other hospital personnel, waiting time, comfort and access (see figure 1). A scale of general 
satisfactionn is also included [6,7]. To assess patients' satisfaction, a response scale inquiring about the 
perceivedd quality of care ('poor*  to 'excellent') was chosen because it has been reported to show greater 
responsee variability [11]. According to Thompson and Su Hoi's literature review [9], perceived attribute 
performancee and satisfaction have an important link. Thus, although not entirely exact but because it is more 
commonlyy used, satisfaction rather than perceived quality ratings will be mentioned while talking about the 
perceivedd quality of care items. 
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Figuree 1. C ASC scales and items 

SCALES S ITEM S S 

DOCTORS S Availabilit y y 

Interpersonall  skills 

NURSES S 

Technicall  skills 

Communicationn skills 

Availability/Interpersona ll  skills 

Technicall  skills 

Communicationn skills 

SERVICES S Otherr  personnel 

Waitin gg time 

Comfort t 

Access s 

Frequencyy of visits 

Easee obtaining an interview 

Coordinationn between doctors 

Coordinationn between doctors and nurses 

Tim ee spent with patient 

Questionss on all difficultie s 

Listening g 

Interestt  to the person 

Support t 

Humann qualities 

Informatio nn on resources 

Physicall  assessment 

Physicall  examination 

Attentionn to previous health 

Understandingg of illness 

Treatment/Follow-up p 

Informatio nn on illness 

Informatio nn on treatment 

Informatio nn on tests 

Promptnesss to call 

Tim ee with patient 

Coordinationn between nurses 

Interestt  to the person 

Support t 

Humann qualities 

Listening g 

Questionss on all difficultie s 

Informatio nn on resources 

Physicall  examination 

Understandingg of illness 

Physicall  assessment 

Attentionn to comfort 

Nursingg care 

Informatio nn on care 

Informatio nn on tests 

Informatio nn on treatment 

Informatio nn on admission 

Informatio nn on cost 

Helpfulnesss other  personnel 

Waitin gg medical appointment 

Waitin gg for  tests results 

Waitin gg for  having treatment 

Comfortt  of the hospital environment 

Access s 

Easee to find one's way in the hospital 
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En^h8rJJ £v f?**? ™ F
u
rCnch U WaS t h en *«»*«>  usi"g * forward-backward procedure into 

Enghshh and hahan, and from Enghsh into Polish and Swedish, following the guidelines of the Europe 
Orgamsat.onn for Research and Treatment of Cancer Quality of Life study grfup [12]. A « c r t r f S 
trans.at.onn process .s ava.lab.e from the first author. Figure 2 provides J tSnslat on of t h e ^ s f a c tl 
responsee choices and of the improvement item for the four languages of the participating insl^ons 

Figuree 2a. Satisfaction ratings translations 

Englishh Poor Fair Good 

Figuree 2b. Improvement items translations 

Englishh I would like to see improvement at this level (yes/no) 

F r e n chh " Je souhaiterais des ameliorations a ce niveau (oui/non)" 

I t a , i ann "Gradirei miglioramenti riguardo a questo punto (si/no)" 

P o , i shh "Oczekuje poprawy w tym zakresie (tak/nie)" 

"Jagg skulle vilja se en fórbattring i detta avseende Ga/nej)" 

Veryy good Excellent 

Frenchh "Mauvais" "Moyen" "Bon" «Tres bon» "Excellent-

Italiann "Insufficiënte" "Sufficiënte" "Buono" "Molto buono" "Ottimo" 

Polishh "Niedostatecznie" "Dostatecznie" «Dobrze" «Bardzo dobrze" "Doskonale" 

Swedishh "Mycketdaligt" "Daligt" "Ganska bra" "Bra" 
"Utmarkt" " 

Swedish h 
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2.33 Statistical analysis 

Too enable comparison, the optional sections of the CASC containing items relevant to either in- or out-
patientss only, were excluded. Moreover, items of the general satisfaction section were not considered because 
thesee items did not include the additional scale investigating patients' desire for care improvement Analyses 
weree thus performed on the 19 doctors' items, 17 nurses' items and 9 services' items of the CASC presented in 
figuree 1. 

Forr each patient there were, at most, 45 pairs of observations corresponding to the patient's responses to 
thee first question (level of satisfaction) or to the second question (binary response of desire for care 
improvement).. As the 45 pairs of responses by the same patient were likely to be correlated we used a two 
levell  logistic regression model [13] to estimate the effect of level of satisfaction on the desire for improvement 
andd to test for differences among the four country samples. In this model the dependent variable is binary 
denotingg desire for improvement and the first level explanatory variable represents the level of satisfaction for 
thee 45 items while the second level explanatory variable gives the patient characteristics. In this analysis we 
modell  the probability that a patient will want care improvement for any single item in the CASC, or 
equivalentlyy we model the percentage of patients wanting care improvement for any single item. It is important 
too note that the basic unit for the analysis is the individual items. 

Wee try to explain the variation in the percentage of patients wanting care improvement for any single item 
usingg a number of variables : the level of satisfaction for each item; whether or not the item pertains to 
doctors,, nurses or services; age, sex, education level and country setting. All the models were fitted using 
MIWiNN [14]. All hypothesis tests were carried out using Wald tests which have a chi squared distribution 
[13]. . 

Il ll  Results 

3.11 Sample characteristics 

Inn France, 140 patients were approached. One patient refused to participate and 11 patients did not return the 
questionnaire,, 3 of those because of physical disturbance (Response rate = 91%). In Italy, 395 patients were 
approached.. Seven patients refused to participate and 98 patients failed to return the questionnaire (Response 
ratee = 73%). In the Polish cancer centre, all 186 patients approached returned their questionnaire (Response 
ratee = 100%). In Sweden, 123 of 133 patients returned their questionnaire (Response rate = 93%). 
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Tablee 1. Patients' characteristics 

Agee (years) 
Median n 

Range e 

Gender r 
Male e 

Female e 

Unknown n 

Educationn level 
Elementary y 

Highh school 

College/ / 

University y 

Unknown n 

Typee of cancer 
Breast t 

Gynaecological l 

Digestive e 

Colon n 

Lung g 

Headd and neck 

Urologie e 

Haematological l 

Carcinoid d 

Endocrinee pancreatic 

Otherr endocrine 

Others s 

Unknown n 

Diseasee status 

Solidd tumour 

Local l 

Loco-regional l 

Metastatic c 

Remission n 

Unknown n 

Treatmentt  setting 
In-patient t 

Out-patient t 

France e 

N=128 8 

(%) ) 

57 7 

20-82 2 

322 (25) 

966 (75) 

--

6(5) ) 

866 (67) 

366 (28) 

77(60) ) 

9(7) ) 

3(2) ) 

7(6) ) 

10(8) ) 

17(13) ) 

--
1(1) ) 
--

--
2(2) ) 

2(2) ) 

811 (63) 

10(8) ) 

288 (22) 

6(5) ) 

3(3) ) 

411 (32) 

877 (68) 

Ital y y 

N=290 0 

(%) ) 

54 4 

21-96 6 

866 (30) 

2044 (70) 

--

744 (26) 

170(57) ) 

46(16) ) 

132(46) ) 

29(10) ) 

25(9) ) 

23(8) ) 

23(8) ) 

12(4) ) 

10(3) ) 

10(3) ) 

--
--
--

16(6) ) 

10(4) ) 

933 (32) 

41(14) ) 

866 (30) 

--
700 (24) 

264(91) ) 

26(9) ) 

Poland d 
N=186 6 

) ) 

57 7 

37-85 5 

15(8) ) 

1688 (90) 

3(2) ) 

82(44) ) 

833 (45) 

15(8) ) 

6(3) ) 

11(6) ) 

128(69) ) 

--
--
--

6(3) ) 

--
--
--

--
--

41(22) ) 

8(4) ) 

23(12) ) 

19(10) ) 

--
136(73) ) 

178(96) ) 

8(4) ) 

Sweden n 

N=123 3 

(%) ) 

57 7 

24-81 1 

66(54) ) 

57(46) ) 

--

Nott available 

--
--
--
--
--
--
--
--

722 (59) 

255 (20) 

26(21) ) 

--
--

11(9) ) 

--
277 (22) 

--
855 (69) 

123(100) ) 

--
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Thee median age was 57 years in France and Poland (range : 20-82 and 37-85, respectively), 54 years in Italy 
(rangee : 21-96) and 58 years in Sweden (range : 24-81). Ninety-six (75%) patients in France, 204 (70%) in 
Italy,, 168 (90%) in Poland and 57 (43%) in Sweden were female (Table 1). In France and Italy, patients were 
mainlyy affected by breast cancer, in Poland by cervical cancer and in Sweden by endocrine tumours. Eighty-
sevenn (68%) patients in France were undergoing out-patient chemotherapy or radiotherapy, 264 (91%) 
patientss in Italy were hospitalised for either surgery or chemotherapy, 178 (96%) patients in Poland were 
hospitalisedd and 154 (83%) were undergoing radiotherapy. In Sweden all patients were hospitalised and under 
eitherr chemotherapy or immunotherapy. 

3.22 Missing data 

Forr  the satisfaction questions, the mean percentage of omission was 8% in the French and 4% in the Italian 
institutions,, 3% in the Polish cancer centre and 4% in the Swedish department. There is a large amount of non 
responsee to the questions on the desire for improvement in Italy (52%), in France (41%), and in Sweden 
(40%)) but not in Poland (2%). In the logistic regression analysis we only report the results from the analysis 
usingg those items where the patients responded to both satisfaction and improvement items. 

Inn the Italian, French and Swedish centres, those items with a response 'poor' had 24% to 27% omission 
too the corresponding question on the desire for improvement; of those items with a response of'excellent' 30% 
too 52% had the corresponding improvement question missing (Table 2). In all country samples, the 'good', 
'veryy good' and 'excellent' response choice labels encompassed the highest rate of omission in the 
improvementt questions (Chi-square for trend=22.626, p<0.0001). Thus it is reasonable to conclude thatt there 
iss a response bias to the improvement questions. Item omission is not missing at random and a likely scenario 
forr the item non response is that patients who did not want any improvement omitted to complete the 
improvementt item. To check this, an analysis was carried out using all responses to the satisfaction question 
andd treating a missing response to the improvement question as 'no improvement'. This yielded very similar 
resultss therefore details are not presented. 

Tablee 2 
andd country 

Percentagee of improvement items missing by satisfaction response category 
try y 

Poor r 

% % 
missing g 

Fair r 

% % 
missing g 

Good d 

% % 
missing g 

Veryy Good 

% % 

missing g 

Excellent t 

% % 

missing g 

France e 

Italy y 

Poland d 

Sweden n 

24 4 

28 8 

1 1 

24 4 

25 5 

44 4 

3 3 

30 0 

46 6 

52 2 

2 2 

37 7 

46 6 

57 7 

2 2 

42 2 

30 0 

52 2 

3 3 

42 2 

41 1 

52 2 

2 2 

40 0 

Overall l 12' ' 25 5 35 5 38 8 40 0 35 5 

Chi-squaree for trend = 22.626, /Kfj.OOl 
*Thee summary row and column are weighted average percentage as the distribution of satisfaction grade and sample sizes are 
differentt over the four countries. 
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3.33 Percentage of patients wanting care improvement by satisfaction level across 
French,, Italian, Polish, Swedish oncology patient samples 

Inn all country samples the general trend was for a decrease in the percentage of patients wanting improvement 
forr  a single item as the level of satisfaction on that item increased. However in France the decreasing trend 
wass shallower while in Poland there were low levels of wanting improvement for low levels of satisfaction 
(Figuree 3). For items with a 'poor' satisfaction only 53% of patients in Poland and 70% in France wanted 
caree improvement compared to 90% in Italy and 93% in Sweden. The relationship between level of 
satisfactionn and desire for improvement was different between country samples (Chi-square = 663, p <0.0001; 
Figuree 3). 

Figuree 3. Proportion of patients wanting care improvement by satisfaction level and 
countryy and 95% confidence intervals 

ii i i i i 
Poorr Fair Good Very Good Excellent 

Levell of Satisfaction 
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Theree is evidence that patients responded differently to the doctors' items as compared to the nurses' items in 
thee Italian and Swedish settings as compared to the Polish and French (Chi-square = 19.5, p<0.003; Figure 4). 
Inn the latter two there was no difference between desire for improvement and grade of response to the doctors' 
andd nurses' items. If a patient gives a response of 'fair' to a doctors' item then the probability of wanting care 
improvementt is 55% in Poland and for France 65%. The corresponding values for a nurses' item are 52% and 
66%% respectively and a similar correspondence is observed in all grades of satisfaction. In both the Italian and 
Swedishh settings patients were more likely to say that they wanted some improvement for the same grade of 
responsee to the satisfaction question if the item referred to doctors than if it referred to nurses. In the French 
andd Polish centres the patients were more likely to want improvement in an item that referred to services than 
inn those relating to doctors. There was no difference between desire for improvement and grade of response to 
thee doctors' and services' items for the Italian and Swedish samples. 

Figuree 4. Proportion of patients wanting care improvement by satisfaction level and 
countryy for doctors', nurses' and services' items separately 

Doctorss Items Nurses Items 

Poorr Fair Good Very Good 

Levell of Satistfaction 

Servicee Items 

Poorr Fair Good Very Good 

Levell of Satistfaction 

Ass there was considerable variation between subjects in response to the improvement questions even allowing 
forr the grade of response to the satisfaction questions, centre and the type of satisfaction item (whether it 
pertainedd to doctors, nurses or services), we also investigated if age, sex and educational level had an effect 
andd could explain some of the differences between countries. There was a significant effect of age on the 
desiree for improvement (p=0.007) with older patients less likely to want improvement. There was no 
differencee between men and women (p=0.15). Patients with a higher level of education were more demanding 

o-- ~ 
VV ^ -0.. \ \ 

vv \ \ . 

\\ \ \ vv V ^ \ 
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Poorr Fair Good Very Good 

Levell of Satistfaction 
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off  improvements (p=0.04). These factors did not influence the differences between the country samples as 
presentedd in Figure 3. 

IVV Discussion 

Thiss paper reports on a cross-cultural comparison of patients' desire for care improvement in relation to 
satisfactionn with care ratings. Using the Comprehensive Assessment of Satisfaction with Care (CASC), the 
responsess 'poor', 'fair', 'good', 'very good' and 'excellent' provided to different aspects of care were confronted 
withh the percentage of patients wanting care improvement for the same aspects of care across French, Italian, 
Polishh and Swedish cancer patient samples. These analyses were performed in order to see whether the 
meaningg of these ratings and their implications in terms of desire for care improvement, varied independently 
off  linguistic or cultural background. It was also examined whether the relationships found were different for 
itemss pertaining to doctors, nurses or services and depended on socio-demographic factors. 

Ass expected, across country samples a higher percentage of patients wanted care improvement for 
negativelyy connoted aspects of care and conversely a lower percentage of patients wanted care improvement 
forr positively connoted items. However important differences in the relationship between satisfaction ratings 
andd desire for care improvement were demonstrated between country samples. In France a higher percentage 
off  patients wanted care improvement for high satisfaction ratings whereas in Poland a lower percentage of 
patientss wanted care improvement for low satisfaction ratings. Age and education level had a similar effect 
acrosss countries. 

Guilleminn and colleagues [15] indicate that differences found when using a questionnaire cross-culturally 
mayy result from either a semantic, an idiomatic, an experiential or a conceptual distinction. A standard 
forward-backwardd procedure was used for translating the CASC, however subtle differences in the semantic 
resultss may have been introduced, because of vocabulary limitations or grammatical alterations across 
languages.. For example, the optimal translation of 'fair' in French was 'moyen* which denotes a middle 
position;; the French and Italian translation of 'improvement', 'ameliorations' or 'miglioramenti', suggests that 
specificc care aspects need eventually to be changed whereas the word 'improvement' is more global; 
'insufficiënte'' in Italian refers to a consequence of'poor'; the Swedish translators found it difficult to provide 
differentt words for the negative category ratings 'poor' or 'fair'. 

Besides,, variations in the relationship between the satisfaction and desire for improvement responses may 
alsoo be attributable to experiential or conceptual cross-cultural differences. Firstly, health care facilities, 
practicess or systems differ considerably between countries and centres. Patients' experience and perception of 
thesee care realities influence satisfaction ratings [16,17]. Secondly, respondents' expectations have been shown 
too affect satisfaction ratings [5]. Economic or socio-cultural factors like the nation's wealth, its health care 
system,, beliefs, attitudes, norms are likely to condition those expectations. 

Forr example, in the French sample for aspects of care rated 'very good' or 'excellent', a high percentage of 
patientss wanted improvement, suggesting higher care expectations or even demands as compared to the other 
countryy samples. Care was perceived as excellent but it could still be improved. Lower percentage of patients 
wantingg care improvement for aspects of care rated 'poor' or 'fair' in the Polish sample could be explained by 
lowerr expectations depending on the national realities of care : although the quality of different aspects of care 
weree perceived insufficient, quality improvement was not requested may be because improvement is hindered 
byy economical factors. Since Poland has long been a non-democratic society lower expectations or wishes 
couldd also correspond to a less openly critical attitude in that culture. Still an alternative interpretation could 
bee that patients from Poland be culturally less assertive or demanding. 
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Similaritiess were also evidenced between satisfaction ratings and desire for care improvement across country 
samples,, highlighting some convergence in the interpretation of satisfaction rating labels in relation to desire 
forr care improvement. Firstly, the response bias to the improvement questions was found similarly across 
countryy samples. Patients who responded 'good', 'very good' or 'excellent' to the satisfaction questions did 
respondd to the items investigating the desire for care improvement less often than dissatisfied patients. This 
findingg suggests that across country samples patients who are positive about their care quality think it is 
evidentt that they do not want care improvement. Secondly, age and education level affected patients' desire for 
caree improvement by grade of satisfaction similarly across country samples. 

Thiss study encompasses limitations in terms of sampling and data collection procedures, which prevent 
furtherr explanation of the results. In France both in- as well as out-patients were approached whereas in the 
otherr countries this could not be achieved. In Poland the questionnaires were completed in a face-to-face 
situationn rather than by mail. Differences in the context of questionnaire administration might explain the 
lowerr expectations or less critical attitude of the Polish patients who, in the face of their clinicians, have been 
probablyy more inclined to provide positive comments. 

Inn this study we compared the meaning of patients' quality of care ratings in terms of desire for care 
improvementt across oncology settings from Northern, Eastern and Southern European countries. 
Thee questions requesting on patients' desire for care improvement were useful in highlighting progressively 
higherr satisfaction ratings in relation to decreasing percentage of patients wanting care improvement. However 
wee found significant differences between country samples with regard to the proportion of patients wanting 
caree improvement for the same level of satisfaction. Factors such as age and education level had a similar 
effectt across country samples. 

Too further explain discrepancies between country samples, semantic, experiential or conceptual differences 
inn the meaning of satisfaction ratings or desire for care improvement, were raised. The importance of 
homogenisingg satisfaction survey methodology should be underlined for further research in order to neutralise 
thee confounding effect of these factors and to understand the relation between patient satisfaction and quality 
off  care. 
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AssessmentAssessment of quality of care in an oncology institute using information on patients' satisfaction 

II  Introductio n 

Att a time of evolution of patients' knowledge and care expectations, and more liberal access to health care 
services,, regular information on patients' satisfaction is becoming a requisite. Assessing patients' satisfaction 
allowss the identification of areas of unmet care needs. It leads to priorities for care improvement and 
monitoringg initiatives for optimising care. Enhancing health care services contributes to the efficacy of 
interventionss since satisfied patients are more likely to co-operate with treatment and maintain medical 
continuityy [1]. 

Inn the cancer field, this measure is particularly relevant. Cancer patients are often confronted with lengthy 
treatmentss that substantially affect their quality of life. Provider-patient interactions are especially challenged 
inn the face of the uncertainty underlying the disease course and the consequent informational and emotional 
needss of patients. Training in psychosocial evaluation and communication skills for medical or nursing staff is 
noww implemented in many institutions. New therapeutic approaches, adjuvant treatment and supportive care 
interventionss are regularly proposed. How well this new management of cancer fits the patients' perceptions 
off  their overall needs has to be examined. 

Currently,, available data on patients' satisfaction with care in the oncology hospital setting indicate 
problemss with the provision of information on the diagnosis and treatment of the disease, the organisation of 
care,, the continuity between the hospital and home care, the continuity in medical responsibility and the length 
off  waiting time in administrative procedures or for receiving medical test results [2-7]. 

Generally,, patient satisfaction questionnaires report high satisfaction levels. However scrutiny of 
conceptuall  and methodological issues in satisfaction research has raised concern regarding a too literal 
interpretationn of these ratings [8]. Over the past years, we developed and validated a patient satisfaction 
questionnaire,, the Comprehensive Assessment of Satisfaction with Care (CASC), adopting several initiatives 
too enhance understanding of patients' satisfaction ratings [9-11]. A multidimensional patient satisfaction 
assessmentt was chosen to improve response variability and to contrast satisfaction ratings for different 
aspectss of care. An evaluation of both patients' satisfaction and desire for improvement of care was included 
too evidence the implication of satisfaction scores in terms of improvement of care from a patient's viewpoint. 

Inn this study we evaluated the feasibility of conducting a patient satisfaction survey in the oncology 
hospitall  setting, using the CASC and inviting patients to complete this questionnaire at home. This approach 
wass chosen in order to limit the social-psychological artefacts (e.g. : social desirability; fear of unfavourable 
treatment)) in the expressions of satisfaction responses when patients answer the questionnaire in the place of 
care.. The CASC is meant to determine aspects of care for which patients are less satisfied and want the most 
improvement.. This was expected to specify goals for enhancing the quality of care in a specific institution 
[i.e.:: the European Institute of Oncology (EIO)]. We also assessed whether patients' socio-demographic or 
pre-dischargee clinical characteristics were associated with their levels of satisfaction. This was intended to 
providee more valid and useful feedback for clinicians and hospital managers. Moreover, the identification of 
predictorss for satisfaction with care might give insight into case-mix adjustment in further research into 
satisfactionn with care. 
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I II  Patients and methods 

2.11 Patients 

Betweenn January and May 1998, a consecutive series of 6 patients per week were recruited from the different 
departmentss of the EIO in Milan (Italy)- The EIO is a specialised oncology centre accredited for care and 
treatmentt coverage by the Italian National Service. Its specificity consists in its being the referral cancer 
centree for all of Italy. Breast cancer is the most common cancer treated at the EIO. All patients were contacted 
withinn 3 days of hospital discharge. They were invited to complete the European Organisation for Research 
andd Treatment of Cancer Core Quality of Life questionnaire (EORTC QLQ-C30 Version 2.0) [12] before 
hospitall  discharge. Additionally they were invited to complete the CASC [9-11] once they returned home, and 
too send it back through a pre-stamped envelope. 

2.22 Data collection 

Thee CASC is composed of 61 items describing aspects of care which are rated on a 5-IeveI Likert scale 
rangingg from 'poor' to 'excellent' (levels of satisfaction). In addition, for the same aspects of care patients are 
alsoo asked to mention whether they want improvement. This second question was incorporated to determine 
thee implication of satisfaction ratings in terms of patients' desire for improvement of care. The construct 
validityy analysis of the CASC identified 9 multi-item scales and 4 single items. These scales evaluate patients' 
perceptionss of the quality of doctors' availability, technical competence, interpersonal skills and information 
provision;; nurses' availability-interpersonal skills, technical competence and communication skills; care 
organisation;; and general satisfaction. The single items assess access, comfort and psychological care. Multi -
traitt scaling analysis indicated high internal consistency and convergent validity, and acceptable discriminant 
validityy estimates for these scales [11]. Mean scale and item scores of the CASC were transformed to a 0 to 
1000 scale. A high score represents a high level of perceived quality of care. 

Thee EORTC QLQ-C30 version 2.0 was used to assess quality of life, as a potential predictor of patient 
satisfactionn [12]. It is a 30-item self-assessment of physical, role, social, emotional and cognitive functioning; 
off  symptoms (nausea, fatigue, pain, dyspneoa, insomnia, appetite loss, constipation, diarrhoea, financial 
difficulties);; and of global quality of life. Physical functioning refers to one's ability to perform self-care, 
mobilityy or physical activities. Social functioning pertains to the patient's experience of disturbance in family 
lif ee and social activities. Role functioning means freedom from limitations in performing professional activity 
orr housework. Global quality of life is measured by 2 items, one a self-rating of overall health and the other of 
overalll  quality of life. All scales and single-item measures of the EORTC QLQ-C30 range from 0 to 100. A 
highh score on the functional scales and global quality of life represents a healthy level of functioning or high 
qualityy of life whereas a high score on the symptom scales represents a high level of symptomatology. The 
EORTCC QLQ-C30 refers to the patient's condition during the past week. 

Furtherr potential predictors included socio-demographic (age, gender, educational level, socio-economic 
status,, marital status, distance of residence from EIO) and clinical data (diagnosis, stage of illness, time since 
diagnosis,, being on- or off-treatment, length of hospital stay). They were collected from medical records. 
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2.33 Data analysis 

Comparisonss between patients who sent back and who did not send back the CASC were performed for 
categoricall  data by exact chi-square test [13] and for continuous data by independent t test [14]. 

Thee percentage of patients wanting improvement was calculated for the 19 doctors' items, 17 nurses' items 
andd 9 services' items of the CASC. To allow comparison, the optional sections of the CASC containing items 
relevantt to either in- or out-patients only were excluded. Moreover, items of the general satisfaction section 
weree not considered because these items did not include the additional scale investigating the patients' desire 
forr improvement of care. To highlight aspects of care with which patients were less satisfied and wanted most 
improvement,, we plotted the mean of satisfaction ratings by aspects of care against the corresponding 
percentagee of patients wanting care improvement (Figure 1). 

Inn univariate analyses, Pearson correlation coefficients were calculated for all CASC scales and continuous 
variables,, t test or one-way analysis of variance were used to compare means of the CASC scales across 
valuess of nominal categorical variables. Multiple regression analysis was carried out for the different CASC 
scales.. Given the sample size, only variables correlated at a p value below 0.10 in univariate analysis were 
includedd in multivariate models. A backward procedure was adopted to select the important predictors from 
thiss list of potential predictors. A pairwise method was applied for missing data. Calculations were performed 
usingg SPSS statistical software, version 8.0 [14]. 

i nn Results 

3.11 Study population 

One-hundredd and thirty-three patients were approached. Thirteen (10%) patients did not fill  in the EORTC 
QLQ-C300 because they felt unwell at the time of questionnaire administration, before hospital discharge. 
Somee of these patients were able to complete the CASC at home. The 97 (73%) patients who returned the 
CASCC were significantly younger, had a significantly shorter hospital stay, and presented significantly less 
problemss in terms of physical and role functioning, nausea, vomiting and appetite toss than the non-
respondentss (Tables 1 and 2). 
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Tablee 1. Patients*  characteristics 

Noo of patients (%) 

Age,, years * 

Gender r 

Levell  of education 

Hollingsheadd Index 

Geographicall  origin 

Maritall  status 

Diagnosis s 

Diseasee stage 

Timee since diagnosis, months 

Treatmentt status 

Lengthh of hospital stay, days b 

Meann (SD) 

Male e 

Female e 

Elementary y 

Highh school 

Graduate e 

Meann (SD) 

Milan n 

Northernn Italy (except Milan) 

Central/Southernn Italy 

Foreignn countries 

Married d 

Divorced d 

Widowed d 

Separated d 

Neverr married 

Nott yet established 

Breastt cancer 

Gastricc cancer 

Lungg cancer 

Colonn cancer 

Headd and neck cancer 

Leukemia/Lymphoma a 

Gynaecologicall  cancer 

Urologicall  cancer 

Others s 

Nott yet established 

Solidd tumour 

Local l 

Loco-regional l 

Metastasis s 

Nonn solid tumour 

Noo information 

Lesss or equal 3 months 

Moree than 3 months 

On-treatment t 

Off-treatment t 

Lesss or equal 5 days 

Moree than S days 

Out-patients s 

05.. "Exact Chi-square Test: p < 0.05 

Respondents s 
too CASC 

97(73) ) 
53(13) ) 

35 5 
62 2 
26 6 
56 6 

15 5 
38(14) ) 

21 1 
39 9 

36 6 

71 1 
7 7 

5 5 
5 5 
9 9 
6 6 
42 2 
7 7 
11 1 
6 6 
4 4 
3 3 

8 8 
2 2 

Nonn respondents 
too CASC 

36(27) ) 

58(12) ) 
9 9 
27 7 

12 2 
23 3 
1 1 

38(15) ) 

10 0 
12 2 
14 4 

30 0 

--
3 3 

--
3 3 

--
9 9 

5 5 
2 2 
7 7 
2 2 
2 2 

5 5 
1 1 

17 7 

28 8 

13 3 

36 6 

1 1 

2 2 

49 9 

48 8 

88 8 

9 9 

53 3 

33 3 

11 1 

3 3 

3 3 

6 6 

8 8 

17 7 

2 2 

22 2 

14 4 

34 4 

2 2 

13 3 

21 1 

2 2 

**  Independent-Sample T Test: p < 0 
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Tablee 2. Mean (standard deviation) of the EORTC QLQ-C30 scales 

Respondent s s 

too CASC 
Nonn respondent s 

Physicall  Functioning*  b 

Rolee Functioning*b 

Emotionall  Functioning* 

Cognitivee Functioning* 

Sociall  Functioning* 

Globall  QOL* 

Fatiguee * 

Nausea/vomitingIb b 

Pain1 1 

Dyspnoeaa * 

Insomniaa * 

Appetitee loss $ * 

Constipationn s 

Diarrhoeaa s 

Financiall  difficulties s 

78(23) ) 

72(29) ) 

69(22) ) 

84(16) ) 

77(27) ) 

61(22) ) 

34(27) ) 

12(21) ) 

24(29) ) 

19(25) ) 

35(33) ) 

19(28) ) 

24(29) ) 

6(16) ) 

21(29) ) 
Raww scores are linearly transformed to a 0-100 scale 

**  a high score represents a high/healthy level of functioning or  a high QOL 
11 a high score for  a symptom scale represents a high level of symptoms/problems 

Independent-Samplee T Test: * p<0.01;b p<0.05 

67(28) ) 

54(37) ) 

62(27) ) 

75(25) ) 

72(26) ) 

58(23) ) 

40(24) ) 

27(32) ) 

34(30) ) 

19(27) ) 

37(37) ) 

42(37) ) 

31(36) ) 

9(22) ) 

14(23) ) 

Thee mean age of the respondents to the CASC was 53 years (standard deviation : 13 years) and 62 (64%) 
respondentss were female. Breast cancer patients represent the majority of the sample (Table 1). Mean scores 
forr the EORTC QLQ-C30 functional scales ranged from 69 (emotional functioning) to 84 (cognitive 
functioning)) and for the symptomatology scales from 6 (diarrhoea) to 35 (insomnia). The mean for global 
qualityy of life was 61 (Table 2). Compared with norms provided for breast or non-small cell lung cancer 
patientss [15], this study sample presented a lower mean for global quality of life than the reference breast 
cancerr sample but an equivalent global quality of life to the norm figure for non-small cell lung cancer 
patients.. It evidenced more nausea, vomiting, constipation, insomnia and financial problems but better 
physicall  functioning and less pain than the two reference populations. 

3.22 Need for improvement by satisfaction ratings 

Figuree 1 displays for each aspect of care, the percentage of patients wanting improvement in an aspect of care 
accordingg to the perceived satisfaction with that aspect of care. It highlights a higher proportion of patients 
wantingg improvement in aspects of care pertaining to doctors*  provision of information, i.e. 'information on 
illness'' (20%), 'information on resources for help' (19%), and 'information on medical tests' (19%) whereas a 
lowerr proportion of patients wanted improvement in aspects of care relating to nurses' availability (7%), 
nurses'' or doctors' human quality (5% and 7%, respectively), and hospital comfortableness (4%). 
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3.33 Predictors of satisfaction 

Tablee 3 indicates the variables which were correlated at a p value equal to 0.10 or below and selected for 
inclusionn in the multiple regression models. 

Tablee 3. Pearson correlation (p value) between the CASC scales and continuous variables for 
patientss characteristics and treatment-related variables (N=97) $ 

D/Avaii  D/Rel D/Tech D/Inf o N/Rel N/Tech N/Com C/Org G/Sat 

Agee .29 (.00) .30 (.00) .32 (.00) .26 (.01) .19 (.07) .27 (.01) .24 (.02) .36 (.00) -

Educationn -.18 (.08) -.22 (.03) -.21 (.04) -.21 (.04) -.22 (.04) - -.21 (.05) 

Financiall  status . . . . . . . . . 

Lengthh of hospital .35 (.00) .28 (.01) .27 (.01) .28 (.01) .24 (.03) .24 (.03) .29 (.01) 
stay y 

Physicall  functioning* 

Rolee functioning* 

Emotional l 
functioning* * 

Cognitive e 
functioning* * 

Globall  QOL* .20 (.05) 

Fatiguee £ 

Nausea/ / 

Vomiting£ £ 

Painn £ 

Dyspnoea£ £ 

Sleepp troubles £ 

Appetitee loss £ 

Constipationn £ 

Diarrhoea£ £ 

Financiall  difficulties £ 

*Onlyy correlation at P < 0.10 are reported. D/Avai, D/Rel, D/Tech, D/Info, N/Rel, N/Tech, N/Info, N/Psy, C/Org, Access/Comfort, G/Sat stand for 
Doctors'' availability, interpersonal, technical skills, information provision, Nurses' availability/interpersonal, technical skills, information provision, 
psychosociall  care, Care organisation, satisfaction with Access/Comfort, General Satisfaction; Education: a higher score represents a higher level of 
education;; * a higher score represents a higher/healthy level of functioning or global health status;' a higher score for a symptom scale represents a higher 
levell  of (more) symptoms/problems. 

AA small proportion of variance in the different CASC scales was explained by the selected predictors (R 
squaree ranging from 0.13 to 0.32) (Table 4). A higher global score for quality of life predicted higher 
satisfactionn with all aspects of care; longer hospital stay predicted higher satisfaction with the different 
aspectss of medical and nursing care. More severe appetite loss (i.e.: the EORTC QLQ-C30 single-item 
'appetitee loss') predicted higher satisfaction with the technical skills of doctors and more severe constipation 
(i.e.. : the EORTC QLQ-C30 single-item 'constipation') predicted higher overall satisfaction. Lower physical 
functioningg (i.e. : the EORTC QLQ-C30 physical functioning scale) predicted higher satisfaction with the 
availabilityy of doctors and their provision of information, as well as the availability, and interpersonal and 
communicationn skills of nurses. Lower emotional functioning (i.e. : the EORTC QLQ-C30 emotional 
functioningg scale) predicted higher satisfaction with the technical and interpersonal skills of doctors, and their 
provisionn of information, as well as the organisation of care and overall satisfaction. For some aspects of care, 
agee and education were additional independent predictors. 

-.177 (.10) -.22 (.04) -.17 (.10) - -.26 (.01) 

-.199 (.07) - - - - - -

.199 (.07) 

.222 (.04) - - - - - -

.188 (.08) 
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Tablee 4. Regression coefficients for variables associated with the CASC scales 
(N== 97)* 

D/Availability y 

D/Interpersonall  skills 

D/Technicall  skills 

D/Information n 

N/Availability-Interpersonal l 

N/Technicall  skills 

N/Communicationn skills 

Caree organisation 

Generall  Satisfaction 

**  Al l dependent variables scores 
''  a high score means higher  level 
(better)) level of functioning. 

skills s 

Age e 

Lengthh of hospital stay * 

Globall  QOL  b 

Physicall  functioninge 

R2 2 

Age e 

Lengthh of hospital stay * 

Globall  QOL  b 

Emotionall  functioninge 

R2 2 

Age e 

Lengthh of hospital stay' 

Appetitee loss c 

Emotionall  functioning' 

Globall  QOL  b 

R2 2 

Age e 

Lengthh of hospital stay * 

Emotionall  functioninge 

Physicall  functioning' 

Globall  QOLb 

R2 2 

Educationd d 

Lengthh of hospital stay * 

Physicall  functioninge 

Globall  health status b 

R2 2 

Age e 

Lengthh of hospital stay * 

Globall  QOL  b 

R2 2 

Age e 

Lengthh of hospital stay" 

Physicall  functioninge 

Globall  Q0Lb 

R2 2 

Age e 

Emotionall  functioning' 

Globall  QOL  b 

R2 2 

Constipationc c 

Emotionall  functioning * 

Globall  QOLb 

R2 2 

rangee from 0 to 100; 'Length of hospital stay is number  of days; 
off  symptoms/problems ; d a higher  score corresponds to a higher 
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P P 

0.465 5 

1.196 6 

0.368 8 

-0.188 8 

0.301 1 

0.541 1 

0.997 7 

0.367 7 

-0.228 8 

0.249 9 

0.477 7 

0.751 1 

0.135 5 

-0.212 2 

0.378 8 

0.315 5 

0.409 9 

0.997 7 

-0.226 6 

-0.223 3 

0.430 0 

0.248 8 

-3.849 9 

0.618 8 

-O.209 9 

0.317 7 

0.175 5 

0.436 6 

0.795 5 

0.170 0 

0.153 3 

0.388 8 

1.039 9 

-0.315 5 

0.310 0 

0.212 2 

0.557 7 

-0.202 2 

0.274 4 

0.207 7 

9.171x10" " 

-0.142 2 

0.204 4 

0.134 4 

s.e. . 

0.169 9 

0.340 0 

0.107 7 

0.100 0 

0.183 3 

0.369 9 

0.121 1 

0.114 4 

0.150 0 

0.305 5 

0.067 7 

0.096 6 

0.101 1 

0.203 3 

0.406 6 

0.125 5 

0.121 1 

0.138 8 

1.946 6 

0.359 9 

0.102 2 

0.114 4 

0.166 6 
0.334 4 

0.097 7 

0.219 9 

0.439 9 

0.129 9 

0.138 8 

0.154 4 

0.096 6 

0.101 1 

0.044 4 

0.065 5 

0.070 0 

PP value 

0.008 8 

0.001 1 

0.001 1 

0.063 3 

0.004 4 

0.008 8 

0.003 3 

0.048 8 

0.002 2 

0.016 6 

0.048 8 

0.031 1 

0.000 0 

0.047 7 

0.016 6 

0.075 5 

0.069 9 

0.003 3 

0.051 1 

0.089 9 

0.045 5 

0.007 7 

0.010 0 

0.020 0 

0.084 4 

0.080 0 

0.020 0 

0.017 7 

0.028 8 

0.001 1 

0.038 8 

0.008 8 

0,039 9 

0.032 2 

0.005 5 

aa higher  score represents a higher  (better) health status; 
levell  of education;  c a higher  score represents a higher 
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IVV Discussion 

Thiss study aimed to assess the feasibility of conducting a patient satisfaction survey in an oncology hospital 
setting,, using a multidimensional patient satisfaction questionnaire (CASC). It also tested the performance of 
thee CASC in highlighting aspects of care perceived as less satisfactory compared to others and requiring 
improvementt as a priority, according to the patients' viewpoint. A consecutive series of patients recruited 
priorr to hospital discharge were asked to complete the CASC once back at home. This instrument was 
designedd to assess the patients*  perceptions of the quality of the medical and nursing care and services of the 
hospitall  and to determine their priorities for improvement of care. It demonstrated acceptable to good 
psychometricc properties in a previous testing [11]. In order to be able to make precise recommendations to 
clinicianss or hospital managers, this study also evaluated whether patients' socio-demographic or pre-
dischargee clinical characteristics were associated with their satisfaction ratings. 

Concerningg the identification of predictors of satisfaction with care, the small size of the sample relative to 
thee number of potential predictors evaluated, limits the implications of the results. The large number of 
variabless included in the analyses does not allow the determination of stable estimates for predictors of 
satisfactionn scores. So, in this respect, the results of this study must be considered cautiously. 

However,, the small size of the sample does not affect the validity of the information gathered on patient 
satisfactionn in that particular institution for a given period of time. Regarding the interpretation of the CASC 
responses,, since the goal of the CASC is to evidence clear contrasts between satisfaction levels for different 
aspectss of care, the critical factor for sample gathering is rather the representativeness than the size. The 
samplee for assessing satisfaction with care must be derived from a randomly selected collection of patients 
attendingg an institution during a given period of time. Particular attention should be paid to the analysis of 
non-respondents.. An acceptable response rate in this study [16] and information on non-respondents' 
characteristicss allow us to draw valid conclusions of practical interest on patient satisfaction in this particular 
institutionn for a given period of time. However, these results must not be generalised unless a much larger 
studyy assessing patients' perception of quality of care at multiple sites is undertaken. 

Figuree 1 highlights aspects of care for which patients expressed lower levels of satisfaction and for which 
ann increased number of patients wanted improvement. Points displayed in the upper part of the plot represent 
aspectss of care which should be prioritised for improvement. 

Amongg responding patients, lower levels of satisfaction and desire for improvement of care were expressed 
withh regard to the provision of information by doctors, compared to aspects of care such as doctors' or nurses' 
humann quality, and the environment of the hospital building. Thanks to the assessment of multiple aspects of 
care,, the CASC allowed for contrasting ratings of satisfaction provided by patients to a comprehensive list of 
caree aspects relevant to the oncology hospital context. It also evidenced the implications of these ratings in 
termss of patients' desire for care improvement. This may allow the setting of priorities for enhancing care in a 
particularr setting and given period of care. 

Thee proportion of patients who sent back the CASC was in agreement with the mean response rate to 
satisfactionn surveys reported in the literature [16]. At the same time, the collection of respondents and non-
respondentss socio-demographic and quality of life data evidenced that satisfaction scores originated from 73% 
off  patients attending this hospital during the survey period, who were younger and less ill . The conclusions of 
thee analyses of the CASC responses are thus biased towards patients attending this hospital who were in 
betterr physical condition in the week prior to discharge. Further studies should attempt to obtain the opinion of 
patientss in poorer physical condition by other survey methods, 

thee length of hospital stay predicted responses to the different doctors and nurses scales (higher satisfaction 
withh longer hospital stay). At first sight, this result may appear surprising, since accelerated hospital 
dischargee has been argued to present physical and psychological advantages [17]. In two recent studies, early 
dischargee after breast cancer surgery appeared to be safe and well received in the months following surgery 
[18,19].. However, this policy was accompanied by ample structured oral and written information before 
discharge,, and by either daily telephone calls or visits by nurses, or referral to a community health nurses and 
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provisionn of an emergency telephone number. In the present hospital setting, there was no specific care co-
ordinatorr responsible for assuring the continuity of care and the provision of sufficient information for self-
caree at home. The implication of this result is the necessity of enhancing patients' information and education 
regardingg medical and nursing care at home before discharge. 

AA higher level of global quality of life was associated with higher satisfaction with the different aspects of 
caree evaluated. The design of this study does not allow determination of the direction of the relationship 
betweenn these variables. Since care providers may react differently according to patients' personality or 
behaviour,, it may be hypothesised that care providers felt more at ease with patients who showed a more 
positivee outlook and thus provided them with better care. Information on doctors' perception of patients could 
helpp in clarifying this point. However, it may also be that patients' perception of increased quality of care 
resultedd in a better sense of well-being, suggesting that patients*  quality of life is not only related to the effect 
off  the disease and treatment, but also to the process of care delivery. 

Onlyy a small proportion of variance in satisfaction ratings was explained by the global score for quality of 
life.. This implies that the CASC and the EORTC QLQ-C30 provided specific independent information on 
patients'' subjective experience of care and illness. Both quality of life and patient satisfaction should be 
consideredd in order to monitor the quality of health care. 

Satisfactionn with care appeared to be related rather to subjective (patients' quality of life) than objective 
(e.g.:: disease stage) factors, suggesting that self-reported physical and mental health status are more important 
thann clinical status variables in understanding patient satisfaction with care. 

Patientss with more severe appetite loss found the doctors' technical skills of better quality. Patients with 
moree severe constipation were more satisfied overall. The same relationship was found for lower physical or 
emotionall  functioning and the perception of better availability, and technical, interpersonal or 
communicationall  skills of doctors or nurses. The following interpretative hypotheses may be formulated : 
becausee of more severe symptoms or problems, patients felt more grateful for providers' interventions, or 
experiencedd a more thorough and efficient medical care response, or because of more imperative care needs, 
theyy felt more dependent and thus were less likely to criticise the care they received. 

Thee association of age, education level and satisfaction scores reflects data in the literature [20]. In this 
surveyy this association was also present, evidencing evolving expectations regarding care provision relative to 
thosee in the past. Younger patients are less likely to compare present with past ("less advanced") care 
experience.. Patients with a higher level of education generally present higher expectations with regard to the 
qualityy of care. For example younger and more educated patients are generally more demanding of 
informationn on their health condition and possible treatments. Gender, financial status, geographic origin and 
diseasee stage were not associated with the CASC scales. This suggests that the medical, and nursing care and 
servicess received in this hospital were equivalent regardless of these characteristics. 

Inn conclusion, this study showed the feasibility of conducting a patient satisfaction survey in the oncology 
hospitall  setting, using a multidimensional patient satisfaction questionnaire to be completed at home. 
Informationn provision by doctors was highlighted as a primary source of dissatisfaction. This was evidenced 
particularlyy in patients undergoing a short hospital stay. Further satisfaction surveys should strive to ascertain 
thee opinion of patients with more severe physical conditions. 

Thee procedures for data analyses exemplified in this study are simple (see figure) and may be easily 
appliedd in other health care settings, in order to evidence aspects that could contribute to improving the quality 
off  care and services provided to patients. Regular monitoring of patient satisfaction using the same procedure 
forr data collection could help to measure the effects of initiatives implemented to remedy the identified 
problems. . 

96 6 



AssessmentAssessment of quality of care in an oncology institute using information on patients' satisfaction 

Acknowledgements s 

Thiss work was supported by a grant from the American-Italian Cancer Foundation and from the European 
Institutee of Oncology Foundation. 

References s 

1.. Fitzpatrick R: Scope and measurement of patient satisfaction; in : Fitzpatrick R and Hopkins A (eds): 
Measurementt of patients' satisfaction with their care. London, UK, Royal College of Physicians of 
London,, 1993, pp 1-17. 

2.. Wiggers JH, Donovan KO, Redman S, Sanson-Fisher RW: Cancer patient satisfaction with care. Cancer 
1990;66:610-616. . 

3.. Burton MV, Parker RW: Satisfaction of breast cancer patients with their medical and psychological care. 
Journall  of Psychosocial Oncology 1994; 12(1/2): 41-63. 

4.. Hutchison G, Addington-Hall J, Bower M, Austen M, Coombes C: Evaluation de la satisfaction des 
patientss quant aux soins dispenses par une équipe pluri-disciplinaire en oncologie. European Journal of 
Cancerr Care 1991; 1: 16-20. 

5.. Liberati A, Confalonieri C, Martino G, Talamini R, Tamburini M, Viola P, Tognoni G: Patients' 
assessmentt of quality of care: a survey of a group of breast cancer patients in Italy. Tumori 1985; 71: 
491-497. . 

6.. Talamini R, Boz G, Franceschi S, Franchin G, Trovo MG: Evaluation of hospital care in a radiotherapy 
departmentt in North-eastern Italy. European Journal of Cancer 1991; 27: 1253-1258. 

7.. Thomas S, Glynne-Jones R, Chait I: Is it worth the wait? A survey of patients' satisfaction with an 
oncologyy outpatient clinic. European Journal of Cancer Care 1997; 6: 50-58. 

8.. Sitzia J: How valid and reliable are patient satisfaction data? An analysis of 195 studies. International 
Journall  of Quality in Health Care 1999; 4: 319-328. 

9.. Brédart A, Razavi D, Delvaux N, Goodman V, Farvacques C, Van Heer C: A Comprehensive 
Assessmentt of Satisfaction with Care for cancer patients. Support Cancer Care 1998; 6: 518-523. 

10.. Brédart A, Razavi D, Robertson C, Didier F, Scaffidi E, de Haes JCJM: A Comprehensive Assessment of 
Satisfactionn with Care : Preliminary Psychometric Analysis in an Oncology Institute in Italy. Annals of 
Oncologyy 1999; 10: 839-846. 

11.. Brédart A, Razavi D, Robertson C, Batel-Copel L, Larsson G, Lichosik D, Meyza J, Schraub S, von 
Essenn L, de Haes J.C.J.M. : A Comprehensive Assessment of Satisfaction with Care : Preliminary 
psychometricc analysis in French, Polish, Swedish and Italian oncology patients. In press. 

12.. Aaronson NK, Ahmedzai S, Bergman B, et al: The European Organisation for Research and Treatment of 
Cancerr QLQ-C30: a quality of life instrument for use in international clinical trials in oncology. J Natl 
Cancerr Inst 1993; 85: 365-376. 

13.. Statexact 4.0. Cytel Software Corporation, 1989-99. 

14.. SPSS Base 7.5. Chicago, SPSS Inc, 1997. 

15.. Fayers P, Weeden S, Curran D for the European Organisation for Research and Treatment of Cancer 
Qualityy of Life Study Group: EORTC QLQ-C30 Reference values, 1998. 

16.. Sitzia J, Wood N: Response rate in patient satisfaction research: an analysis of 210 published studies. 
Internationall  Journal of Quality in Health Care 1998; 10: 311-317. 

17.. Kambouris A: Physical, psychological, and economic advantages of accelerated discharge after surgical 
treatmentt for breast cancer. The American Surgeon 1996; 62: 123-127. 

97 7 



ChapterChapter 6 

18.. Bonnema J, van Wersch AMEA, van Geel AN, Pruyn JFA, Schmitz PIM, Paul MA, Wiggers T: Medical 
andd psychosocial effects of early discharge after surgery for breast cancer: randomised trial. Br Med J 
1998;316:1267-1270. . 

19.. Bundred N, Maguire P, Reynolds J, Grimshaw J, Morris J, Thompson L, Barr L, Baildam A: 
Randomisedd controlled trial of effects of early discharge after surgery for breast cancer. Br Med J 1998; 
317:1275-1279. . 

20.. Hall J A, Dornan MC: Patient socio-demographic characteristics as predictors of satisfaction with medical 
care.. Social Sciences Medicine 1990; 30(7): 811-818. 

98 8 



Chapterr 7 

Timin gg of patient satisfaction assessment: effect on 
questionnairee acceptability, completeness of data, 

reliabilit yy and variabilit y of scores 

A.. Brédart, D. Razavi, C. Robertson, S. Brignone, D. Fonzo, 
J-YY Petit & J.C.J.M. de Haes 

Patientt Education and Counseling, in press. 





TimingTiming of patient satisfaction assessment: effect on questionnaire acceptability, completeness of data, reliability and variability of scores 

II  Introductio n 

Thee past few years have seen a growing interest in patients' assessment of the quality of care. It has been 
increasinglyy recognised that patient satisfaction is an important measure of outcome and quality [1,2]. The 
measurementt of patient satisfaction may be used to assess the superiority of one treatment, pattern of care, 
healthh care system over another. It may constitute a feedback information to clinicians or health care 
managers,, in highlighting aspects of care, health care organisations evidencing lower levels of satisfaction 
[3,4]. . 

Too achieve these purposes, patient satisfaction assessment must demonstrate its ability to accurately 
measuree patients' opinion on the care received. This may be affected by different methodological factors, 
includingg the questionnaire format, data collection procedure, sampling strategy and the quality of the 
instrumentt in terms of validity and reliability [5]. 

Patientt satisfaction instruments must also prove their capacity to discriminate between levels of 
satisfaction.. This refers to response variability, that is thee extent to which the instrument distributes patients 
alongg the satisfaction continuum. Appropriate response variability allows the detection of differences in 
satisfactionn levels between patients' care conditions or change in satisfaction levels over time. Over the past 
300 years, high satisfaction levels have consistently been reported [6]. The ceiling effect (high percentage of 
patientss at the highest possible score) in the distribution of satisfaction scores limits the ability of the 
instrumentss to highlight aspects of care in need of improvement or to monitor the effect of initiatives for 
enhancingg the quality of care. 

Differentt types of social-psychological artefacts have been reported as an explanation of this phenomenon. 
Forr example the social desirability response bias may play a role. Conceptual or methodological issues in 
patientt satisfaction assessment have also been raised. The evaluation of specific aspects of health care has 
beenn shown to provide greater response variability [6], Procedures for data collection like the time or place of 
assessmentt also affect the degree of dissatisfaction. For example, an assessment prior to the visit to the family 
physiciann discriminated best between satisfaction levels [7], Also, patients surveyed during their hospital stay 
orr several months after discharge expressed greater satisfaction with communication than did patients 
dischargedd a few weeks before the survey [3]. 

Overr the past years, we developed and validated a patient satisfaction questionnaire in oncology which was 
calledd the 'Comprehensive Assessment of Satisfaction with Care' (CASC). We adopted several initiatives to 
overcomee the lack of response variability commonly reported in satisfaction survey [8,9] : a multidimensional 
assessmentt approach and a rating scale with the 'poor', 'fair', 'good', 'very good' and 'excellent' anchors were 
chosen.. This type of response scale was shown to provide methodological advantages: greater response 
variabilityy and predictive validity [10], 

Forr researchers of patient satisfaction it is important to know what time of assessment yields optimal 
results.. For logistic reasons, it may be more convenient to be flexible regarding the moment to the experience 
off  care where patient satisfaction data are collected. However, assessing patient satisfaction at different time 
pointss to the experience of care may provide different results in terms of outcome (response rate, satisfaction 
levels)) or assessment quality (acceptability, psychometric properties). To our knowledge no study has yet 
addressedd the effect of the time lag between hospital discharge and patient satisfaction assessment on patients' 
responses. . 

Inn this study we compared, according to the satisfaction assessment timing, : a) the completeness and 
representativenesss of the data collected (number of missing questionnaires, number missing item responses, 
respondents'' representativeness to the target population); b) the questionnaire acceptability to respondents 
(timee and difficulty to complete); c) the questionnaire reliability; and d) variability of scores. A two-week time 
lagg to the hospital discharge was compared with a three-month time lag. These time points were chosen in 
orderr to allow for patients' emotional distancing to their hospital experience. The three-month time lag was 
selectedd to be sufficiently apart but not too remote from the first time point because in the oncology context 
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patientss may rapidly be confronted with further care events, and to be comparable, the two assessment points 
hadd to be as similar as possible in terms of patients' care experience. 

Responsee rate and completeness of data are fundamental for determining the generalisability of the survey 
results.. This partly depends on the questionnaire acceptability. Sample representativeness is achieved if 
respondentss and non-respondents present the same background characteristics. This also relates to the 
likelihoodd of extending results to the concerned population. A questionnaire reliability refers to the consistency 
off  the measure and is computed by looking at the proportion of variance in its scores that is true or non-
random.. This concept is thus fundamental to estimate of the ability of an instrument to detect actual 
differencess between scores and thus have clinical usefulness. 

AA lower response rate was expected with increasing time to hospitalisation [3], because of diminished 
concernn about the experience of care and thus reduced motivation to answer the satisfaction with care 
questionnaire.. Greater variability in satisfaction ratings could be possible a few months after hospital stay. At 
aa further time to the experience of care, patients generally feel in a better physical condition and thus less 
dependentt on their hospital care providers. This may result in a sharper critical judgement. However assessing 
satisfactionn with different aspects of care close to that experience could allow for a better distinction among 
elementss of satisfaction [11] and thus greater response variability as well. 

I II  Patients and methods 

2.11 Sample and data collection 

Consecutivee breast cancer patients undergoing surgical treatment were recruited from the surgery department 
off  the European Institute of Oncology (ElO) in Milan (Italy). Each new patient about to be discharged 
(whateverr the surgical treatment undergone) was randomised between two assessment timing modalities : to be 
sentt the CASC either at two weeks after discharge versus at three months (See figure 1). A research assistant 
wass in charge of recruiting patients. If patients failed to send back the questionnaire within one week after the 
questionnairee was sent, a reminder was made by telephone in the following week. 

Socio-demographicc and clinical data were collected from the medical records or patients' interview. In 
orderr to control for a possible bias in the results due to additional care events, we recorded the eventual start 
off  chemotherapy or radiotherapy after hospital discharge. Approval for the study was obtained by the 
institutionn ethical committee. Before entering the study, patients were informed on the study objectives (i.e.: 
thee testing of a questionnaire) and procedure (i.e.: the questionnaire completion at home) and upon agreement 
too participate, they were asked to sign a written consent. Patients were assured of the confidentiality of all 
informationn gathered. They were not aware of the randomisation process. 

2.22 Measuring instrument 

Thee CASC is composed of items selected according to literature review and interviews with cancer patients 
andd oncology specialists [8]. In a cross-cultural validity study, factor analyses identified 9 multi-item scales 
andd 4 single-items. The multi-item scales relate to 1) doctors' technical competence, interpersonal skills, 
informationn provision and availability; 2) nurses' technical competence, communication and interpersonal 
skills;; 3) care organisation including items on waiting time, practical information, helpfulness and kindness of 
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otherr hospital personnel and; 4) overall satisfaction with care. The 4 single-item scales pertain to patients' 
satisfactionn with the hospital access, the ease to find one's way, the environment of the hospital building and 
psychologicall  support [12]. Multi-trait scaling analysis indicated high internal consistency and convergent 
validity,, and acceptable discriminant validity estimates for the scales across countries. 

Too assess the questionnaire acceptability, patients were invited to answer several debriefing questions : the 
timee required to complete the CASC, their eventual need for help, difficulty to understand questions or feeling 
thatt the item is upsetting. These questions added to the CASC form, were also answered at home. 

2.33 Statistical analysis 

Thee statistical software SPSS PC for Windows, version 8.0 [13] and Log Exact 2.1 [14] were used for the 
statisticall  analyses. Mean scale and item scores of the CASC are transformed to a 0 to 100 scale. A high 
scoree represents a high satisfaction level. Differences between the two assessment modalities, being sent the 
CASCC at two weeks of hospital discharge (T2W) versus at 3 months (T3M), in terms of response rate and 
answerss to the debriefing questions were tested with Exact chi-square test for association [13]. Student's t test 
weree carried out to evaluate the difference between the mean percentage of item omission at T2W versus at 
T3MM of questionnaire sending. To assess the samples' representativeness at T2W versus at T3M of 
questionnairee sending, we calculated the probability of responding to the CASC according to the timing of 
CASCC sending, accounting for patients*  socio-demographic and clinical characteristics. These analyses were 
performedd using exact logistic regression [14]. Scales internal consistencies were determined by calculating 
Cronbach'ss a coefficients [15]. A minimum Cronbach's a coefficients of 0.70 has been suggested for group-
levell  comparisons [16]. Skewness coefficients for the distributions of scores were calculated for all CASC 
scales,, for both timings of questionnaire sending. A skewness coefficient close to 0 indicates a symmetric 
distribution. . 

Il ll  Results 

Onee hundred and ten patients were randomised between being sent the CASC at two weeks or at three months 
afterr hospital discharge. After randomisation, 5 (5%) patients refused to participate to the study. Of the 105 
remainingg patients, the mean age was 48.6 (standard deviation = 9.82) and, 70 patients (67%) underwent a 
mastectomyy and 35 (33%) a quadrantectomy. 
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3.11 Completeness of the data set 

Theree was a significant difference in the response rate between T2W (87%) and T3M (66%) (Exact y2 test 
forr association = 5.56, degree of freedom = 1, p value<0.05) (Table 1). Among the women who responded, 
thee mean of the percentage of item omission over all CASC items was significantly higher at two weeks than 
att three months after discharge (means = 3.82 and 1.68; Student's t test = 3.46, p va!ue<0.01). This also 
appearedd for the following scales : doctors*  interpersonal skills, doctors' information provision, nurses' 
interpersonall  skills and availability, and general satisfaction (Student's t tests = 3.42, 3.04, 2.4, 3, 
respectively,, p value<0.05). 

Tablee 1. Completeness of the dataset 

Noo of patients {%) 

Percentagee of item omission 

CASCC overall (Mean/SD) 

Byy aspects of care (Mean/SD) 

Doctorss availability 

Doctorss interpersonal skills 

Doctorss technical skills 

Doctorss information 

Nursess availability, interpersonal skills 

Nursess technical skills 

Nursess communication skills 

Caree organisation 

Generall  satisfaction 

Access s 

Easee to find one's way 

Environmentt of the hospital building 

Psychologicall  support 

Twoo weeks 
afterr  discharge 

48(87) ) 

3.82(3.09) ) 

3.2(1.8) ) 

4(2.2) ) 

3.2(2.7) ) 

9(3.6) ) 

3.7(2.7) ) 

1.6(2.2) ) 

6.4(4.1) ) 

4.3(3.4) ) 

1.5(1) ) 

4 4 

2 2 

0 0 
2 2 

Threee months 
afterr  discharge 

33(66) ) 

1.68(2.2) ) 

3.6(1.3) ) 

0.5(1.2) ) 

1.2(2.7) ) 

2(1.7) ) 

0.9(1.5) ) 

4.2(3.4) ) 

3.6(1.3) ) 

1(1.6) ) 

0 0 

0 0 

0 0 

0 0 

0 0 

ExactExact Chi2 

test test 

5.56* * 

Ttest t 

3.466 *

-0.4 4 

3.42* * 

1.17 7 

3.04* * 

2.4* * 

-1.4 4 

1.5 5 

2.2 2 

3* * 

--
--
--
. . 

 pvaluc<0.05;**pvalue<0.01 
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3.22 Representativeness 

Theree was no difference between T2W and T3M in terms of sample representativeness. In both conditions the 
sampless were equally biased toward patients who have undergone a quadrantectomy. In the exact logistic 
regressionn analysis, the only variable associated with the response rate was the type of surgery (p value<0.02). 
Patientss with a mastectomy were less likely to respond either at T2W or at T3M (Table 2). 

Tablee 2. Sample representativeness 

Noo of patients (%) 

Age e 

Maritall  status 

Levell  of education 

Residencee location 

Timee since diagnosis 
(da«) ) 

Tumourr stage 

Tjpee of surgery * 

Lengthh of hospital stay 
(days) ) 

Adjuvantt therapy 

Meann (SD) 

Married d 

Divorced d 

Widowed d 

Separated d 

Neverr married 

Elementary y 

Highh school 

Graduate e 

Milan n 

Northernn Italy 

(exceptt Milan) 

Central/Southernn Italy 

Foreignn countries 

Meann (SD) 

Local l 

Loco-regional l 

Metastatic c 

Quadrantectomy y 

Mastectomy y 

Meann (SD) 

Chemotherapyy or radiotherapy 

Noo treatment or hormone 
therapyy only 

Twoo weeks after  discharge 

Respondents s 

48(87) ) 

49(9) ) 

38(79) ) 
2(4) ) 

2(4) ) 

2(4) ) 
4(8) ) 

6(13) ) 

30(63) ) 

12(25) ) 

6(13) ) 

28(58) ) 

13(27) ) 

1(2) ) 

424(1106) ) 

21(44} } 

26(54) ) 

1(2) ) 

18(38) ) 

30(63) ) 

6(2) ) 

45(94) ) 

3(6) ) 

Non--
respondents s 

7(13) ) 

44(7) ) 

6(86) ) 
1(14) ) 

--

_ _ 

1(14) ) 

2(29) ) 

4(57) ) 

1(14) ) 

4(57) ) 

2(29) ) 

662(1188) ) 

4(57) ) 

3(43) ) 

--

7(100) ) 

6(2) ) 

6(86) ) 

KM ) ) 

Threee months after  discharge 

Respondents s 

33(66) ) 

49(12) ) 

25(76) ) 

1(3) ) 
2(6) ) 

1(3) ) 

4(12) ) 

5(15) ) 

19(58) ) 

9(27) ) 

4(12) ) 

17(52) ) 

11(33) ) 

1(3) ) 
446(1232) ) 

17(52) ) 

15(45) ) 

1(3) ) 
14(42) ) 

19(58) ) 

6(2) ) 

31(94) ) 

2(6) ) 

Non--
respondents s 

17(34) ) 

48(7) ) 

13(76) ) 
1(6) ) 

2(12) ) 

1(6) ) 

2(12) ) 

6(35) ) 

9(53) ) 

2(12) ) 

8(47) ) 

7(41) ) 

235(410) ) 

8(47) ) 

9(53) ) 

--
3(18) ) 

14(82) ) 

7(3) ) 

14(82) ) 

3(18) ) 

. . 
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3.33 Acceptability 

Itt took significantly more time to answer to the CASC, at two weeks than at three months after discharge 
(Exactt x2 test for association = 8.12, degree of freedom = 4, p value<0.05) (Table 3). There was no 
differencee between both times of questionnaire sending in terms of the difficulty in answering items. 

Tablee 3. Acceptability of the questionnaire 

Howw long did it take you to answer the 
questionnaire?? * 

Didd someone help you to answer? 

Weree there questions difficult or 
confusing? ? 

Weree there questions upsetting or 
intrusive? ? 

Lesss than 10' 

10'-15' ' 

15'-20' ' 

20'-30' ' 

Moree than 30' 

Noo response 

Yes s 

No o 

Noo response 

Yes s 

No o 

Noo response 

Yes s 

No o 

Noo response 

Twoo weeks 
afterr  discbarge 

9(19) ) 
14(29) ) 

133 (27) 

9(19) ) 

--
3(6) ) 

2(4) ) 

16(33) ) 

300 (63) 

4(8) ) 

311 (65) 

133 (27) 

--
36(75) ) 

12(25) ) 

Threee months 
Afterr  discharge 

8(24) ) 
14(42) ) 

6(18) ) 

--
--

5(15) ) 

3(9) ) 
111 (33) 

19(58) ) 

1(3) ) 
19(58) ) 

13(39) ) 

--
21(64) ) 
12(36) ) 

**  p value<0.05 
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3.44 Reliability 

Onee condition of assessment timing did not supersede the other in terms of reliability (Table 4). In both 
conditions,, Cronbach's a coefficients were above 0.70. However for the general satisfaction scale this 
estimatess dropped to 0.66 at T3M. This raises caution on that scale internal consistency over time. 

Tablee 4. CASC scales descriptive statistics, skewness ratios and reliability coefficients 

Scales s 

Doctors s 
availability y 

Doctors s 
interpersonal l 
skills s 

Doctorss technical 
skills s 

Doctors s 
information n 

Nurses s 
availability, , 
interpersonal l 
skills s 

Nursess technical 
skills s 
Nurses s 
communica-tion n 
skills s 

Caree organisation 

General l 
satisfaction n 

Access s 

Easee to find one's 
way y 
Environmentt of 
thee hospital 
building g 

Psychological l 
support t 
CASCC total score 
(excluding g 
optionall  items) 

N° ° 
Items s 

5 5 

6 6 

5 5 

3 3 

7 7 

5 5 

5 5 

6 6 
4 4 

1 1 
1 1 

1 1 

1 1 

50 0 

Meann (SD) 

2--

week k 

61(23) ) 

58(23) ) 

66(20) ) 

62(27) ) 

61(23) ) 

64(22) ) 

53(25) ) 

63(20) ) 

87(10) ) 

51(29) ) 

61(24) ) 

80(21) ) 

75(22) ) 

64(18) ) 

3--
month h 

66(24) ) 

63(25) ) 

72(20) ) 

60(27) ) 

64(21) ) 

67(22) ) 

49(25) ) 

70(18) ) 

88(9) ) 

52(32) ) 

71(26) ) 

88(14) ) 

80(22) ) 

67(17) ) 

Ttest Ttest 

-0.9 9 

-0.87 7 

-1.27 7 

0.31 1 

-0.56 6 

-0.58 8 

0.68 8 

-1.57 7 

-0.45 5 

-0.14 4 

-1.68 8 

-1.955

-0.96 6 

-0.76 6 

%floor %floor 

2--

week k 

0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

13 3 

0 0 

0 0 

0 0 

0 0 

3--
month h 

0 0 

0 0 

0 0 

3 3 

0 0 

0 0 

6 6 

0 0 

0 0 

12 2 

0 0 

0 0 

0 0 

0 0 

%ceiling %ceiling 

2-2-
week k 

11 1 

6 6 

11 1 

21 1 

9 9 

13 3 

9 9 

6 6 

23 3 

9 9 

19 9 

44 4 

30 0 

2 2 

3--

month h 

19 9 

9 9 

12 2 

13 3 

9 9 

9 9 

6 6 

12 2 

18 8 

18 8 

36 6 

55 5 

39 9 

3 3 

Skewness Skewness 

2--
week k 

0.3 3 

0.7 7 

-0.2 2 

0.2 2 

-0.5 5 

0.4 4 

1.2 2 

1.2 2 

0.2 2 

-0.6 6 

1.1 1 

-1.9 9 

-2.2 2 

0.8 8 

3--
month h 

0.8 8 

-0.5 5 

-0.8 8 

-0.6 6 

-0.4 4 

-0.1 1 

0.1 1 

0.2 2 

-0.6 6 

0.2 2 

-0.5 5 

-1.5 5 

-3.1 1 

0.01 1 

Reliability Reliability 
coefficients coefficients 

2-2-
week k 

.93 3 

.90 0 

.85 5 

.94 4 

.95 5 

.94 4 

.92 2 

.87 7 

.80 0 

--
--

--

--

0.97 7 

3--
month h 

.94 4 

.95 5 

.86 6 

.92 2 

.92 2 

.95 5 

.93 3 

.87 7 

.66 6 

--
--

--

--

0.98 8 

*pp value<0.05. 
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3.55 Scales variabilit y 

Onee condition of assessment timing did not appear advantageous to the other in terms of the symmetry of 
scoress distribution (Table 4). At T2W, there was less percentage of cases at ceiling in 9 scales over 14, but 4 
skewnesss ratios over 15 scales closer to 0. Skewness coefficients for the distributions of scores ranged from 
0.22 to 2.2 at the two weeks condition and from 0.1 to 3.1 at the three months condition. Except for the 
'Psychologicall  support' single item, distribution of scores for the different CASC scales appeared fairly 
symmetricall  at both timings of assessment. 

IVV Discussion 

Inn this study, we compared the performance of a comprehensive assessment of satisfaction with care (CASC) 
accordingg to the timing of questionnaire distribution. Comparisons were made in terms of completeness of the 
dataa set, sample representativeness, questionnaire acceptability, and reliability and variability of scores. These 
endpointss were chosen for their importance in ensuring the accuracy and generalisability of satisfaction survey 
findings. . 

Concerningg response rate, assessment of satisfaction shortly after discharge appeared methodologically 
advantageouss since 87% of patients returned the CASC at T2W comparatively to 66% at T3M. In the 
epidemiologicall  field, a response rate of 80% has been proposed as an absolute minimum. In satisfaction 
surveyy reported response rates have been shown to range from 66% to 77%, depending on the procedure for 
dataa collection [17]. The response rate obtained in T2W is more in line with methodological requirements. 

Thee mean percentage of item omission was significantly higher at T2W than at T3M. However as the 
overalll  questionnaire non response at T2W is low, lower completeness of the data does not present a great loss 
off  data. Response rate should thus be considered in priority. 

Thee sample representativeness criteria did not differentiate between conditions. At both times of 
questionnairee completion, samples were equally biased toward patients having undergone a quadrantectomy. 
Additionall  care events (i.e.: the start of chemotherapy or radiotherapy) did not affect response rate although it 
wass expected that under continuing treatment patients might be stirred to answer the questionnaire. 

Thee CASC scales provided similar high internal consistency estimates at both assessment times, except for 
thee general satisfaction scale at the second assessment time. This suggests that the construct validity of the 
CASCC may have to be revised for completion at a later time to the experience of care. 

Thee multi-item scales of the CASC demonstrated fairly symmetrical distribution of scores at both 
conditionss of assessment. This may be explained by the specificity of the CASC items and the number (from 3 
too 7) of items composing the CASC scales. 

Soo far over these comparative endpoints, the response rate appeared a leading criteria, favouring an 
assessmentt shortly after the experience of care. Besides it should be noted that, in this cancer patients 
population,, variations were evidenced in terms of experience and perception of care over a short time lag. 
Differentt item omission rates were obtained for some of the CASC scales according to the survey timing. 
Itemss were more often omitted in the doctors' information provision scales at 2 weeks after discharge; this 
mayy correspond to breast cancer patients' actual lack of information, since at that time they are usually not 
yett completely notified of their clinical status. It is thus important to specify the timing of assessment in the 
designn of cancer patient survey even over a 6 weeks time lapse. This factor may affect the interpretation of 
results. . 
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Sincee this study was undertaken on a specific population in terms of age, gender and clinical 
characteristics,, it needs to be replicated on a wider in-patient population in order to ascertain the results 
obtained.. Moreover considering the prolonged interaction between patients and the hospital staff and services 
inn the context of cancer care, a two-week and three-month time lag for questionnaire completion may not be 
clearlyy comparable. As it appeared in the results, respondents at three months of hospital discharge may have 
answeredd the CASC with additional hospital care experience. Other contexts of in-patient care involving a 
clearerr treatment end should be addressed to compare timing of satisfaction assessment. Finally, the sample 
sizee in both groups did not allow to compare the CASC construct validity. The drop in internal consistency for 
thee general satisfaction scale raise caution on the stability of the CASC factor structure over time. This should 
bee further analysed. 

4.11 Implications for practice 

Thee evaluation of patient satisfaction using a multidimensional questionnaire allowed for acceptable 
variabilityy in patients' responses, either at the two-week or at three-month time of questionnaire completion. At 
thee second time of questionnaire completion, the response rate dropped to 66% which is below the minimum 
requirementt for consenting the generalisability of the results to the concerned population. So an assessment 
shortlyy after the experience of care would be preferable. Besides patients' viewpoint may be different even 
overr a short period of time. Although for logistic reasons it may be time consuming to pay attention to the 
timingg of assessment, patient satisfaction data may not be interpreted similarly whatever the timing of data 
collection. . 
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SummarySummary and general discussion 

Summary y 

Thee primary objective of this thesis concerned the elaboration and testing of a Comprehensive 
Assessmentt of Satisfaction with Care (CASC) for cancer patients. 

Numerouss patient satisfaction surveys are now performed in various health care settings. However, 
differentt methodological factors cast doubts on the credibility of most of these survey findings. The 
followingg pitfalls are often noticed : littl e evidence of the patient satisfaction instrument psychometric 
performance,, questionnaire format or data collection procedure leading to poor response rate, or high 
satisfactionn levels contrasting with objective reports of care deficiencies. 

Thee development and testing of the CASC were carried out, dealing with these different 
methodologicall  caveats. Its psychometric performance on target populations was considered in 
priority.. This testing is particularly important since it indicates the extent to which the instrument that 
iss designed measures relevant variables, and that this measurement is objective [1]. 

ChapterChapter 1 presents an overview of the literature on patient satisfaction. The assessment of patient 
satisfactionn is first situated within the context of clinical research and health care quality evaluation. 
Thee following topics are then reviewed: a) the rationale for assessing patient satisfaction; b) the 
purposess of this assessment; c) the meaning of patient satisfaction; and d) the components of patient 
satisfactionn measurement. This chapter ends arguing for the development of a new cancer patient 
satisfactionn questionnaire. 

Differentt reasons motivated the dissemination of patient satisfaction surveys. The need for 
identifyingg effective health care interventions, accounting for patients' viewpoint was stressed. 
Besidess health care users' and patients' associations became more active and powerful in claiming for 
overalll  health care quality. 

Thee purposes underlying the assessment of patient satisfaction consist in : 1) assessing treatment 
acceptability,, 2) identifying sources of patients' dissatisfaction, motives of non-compliance to 
treatment,, 3) establishing database for benchmarking and comparative assessment. This assessment is 
usefull  in the evaluation of treatments, patterns of care, care service delivery or health care systems and 
mayy supply clinicians or health care managers with important information for improving their 
performance. . 

Presently,, the meaning of 'patient satisfaction' is still poorly understood and the interpretation of 
satisfactionn ratings remains confused. Different theoretical models have been proposed, involving 
expectationss and values. However, considering the over-reported high satisfaction levels in most 
surveys,, it was suggested that dissatisfaction be only expressed when an extreme negatively event 
occurs. . 

Variouss taxonomies of patient satisfaction have been elaborated depending on the context and 
objectivee of assessment. There is a consensus that measures of patient satisfaction should consist of 
multiplee items, since a multidimensional assessment provide greater score variability and clearer 
indicationss for prioritising care improvement. These items should also be relevant to patients. Across 
culturess and health care settings, the importance of the care provider-patient interaction has been 
underscored. . 

Thee identification, in oncology, of unmet care needs and dissatisfaction emphasises the need to 
improvee care in this setting, and so assess and monitor this endeavour. However we did not find a 
standardisedd comprehensive questionnaire that could be used for assessing patient satisfaction in the 
oncologyy hospital. 

ChapterChapter 2 reports on the initial development of a comprehensive questionnaire (CASC) for 
assessingg cancer patients' perception of the quality of care received in the oncology hospital. The 
provisionall  version of the CASC includes 61 items assessing doctors' and nurses' technical 
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competence,, communication skills, interpersonal qualities, availability; aspects of the hospital 
environmentt and treatment planning; and general satisfaction. Most items refer to an aspect of care 
ratedd on a 5-point Likert scale from "poor" to "excellent". This scale is reported to provide greater 
scoree variability. Additionally, each aspect of care is also evaluated by a dichotomous (yes/no) 
questionn on the patient's wish (or not) for its improvement. 

Thiss questionnaire resulted from consecutive pilot tests (from April 1994 to September 1995). 
Amendmentss of the CASC items were based on patients' comments, items' omission, and variability 
off  score distributions. Items showing low scores or acceptable score distributions were stressed as 
appropriatee for inclusion in the revised questionnaire version. 

ChapterChapter 3 presents the results of a study aimed at defining the structure of the CASC revised 
version,, and at assessing the internal consistency, convergent and discriminant validity of its scales. 
Threee hundred and ninety-five consecutive cancer patients discharged from an oncology institute in 
Italyy were asked to complete the CASC at home and return it in a self-addressed envelope. Two 
percentt of the patients refused to participate and 25% did not return the questionnaire. Separate factor 
analysess of the CASC sub-scales disclosed the perceived extent of doctors' and nurses' availability, 
coordination,, human quality, technical competence, provision of psychosocial care and information, as 
welll  as the patients' general satisfaction, perception of the organisation of care, access and comfort. 
Multi-traitt scaling analysis was carried out on item-grouping resulting from factor analyses. High 
levelss of internal consistency and convergent validity were obtained but discriminant validity could be 
improved. . 

Resultss of this psychometric testing of the CASC forecasted adequate properties that had to be 
confirmedd by repeating these analyses in a cross-cultural setting. 

ChapterChapter 4 addresses the cross-cultural psychometric properties of the CASC. The study reported 
assessedd whether equivalent scaling properties could be found in the CASC administered in cancer 
patientss from French, Polish and Swedish oncology settings, in comparison to the scaling properties 
previouslyy evidenced in the CASC with the Italian sample. 

Onee hundred and forty, 186 and 133 oncology patients were approached in France, Poland and 
Sweden,, respectively. 

Multitraitt scaling analysis on an item-grouping adapted for the French, Polish, Swedish and Italian 
sampless together, provided excellent internal consistencies and convergent validity estimates. 
Discriminantt validity proved satisfactory for most of the CASC scales. Psychometric analyses of the 
CASCC across four countries of the main European regions revealed that patients distinguished similar 
dimensionss of care. These may be validly assessed using the revised scales of the CASC. 

ChapterChapter 5 reports on a cross-cultural comparison of the CASC response scales. We investigated 
whatt proportion of patients wanted care improvement for the same level of satisfaction across samples 
fromfrom oncology settings in France, Italy, Poland and Sweden, and whether age, gender, education level 
andd type of items affected the relationships found. To complete the CASC, patients were invited to 
ratee aspects of care and to mention, for each of these aspects, whether they would want improvement. 

Onee hundred and forty, 395, 186 and 133 oncology patients were approached in France, Italy, Poland 
andd Sweden, respectively. 

Acrosss country settings, an increasing percentage of patients wanted care improvement for 
decreasingg levels of satisfaction. However compared to the other countries, in France a higher 
percentagee of patients wanted care improvement for a high satisfaction ratings, and also compared to 
otherr countries, in Poland a lower percentage of patients wanted care improvement for low satisfaction 
ratings.. Age and education level had a similar effect across countries : older patients and patients with 
lowerr education level wanted care improvement less frequently. 

Confrontingg levels of satisfaction with desire for care improvement appeared useful in highlighting 
thee different implications of satisfaction ratings across oncology settings from countries. Linguistic or 
socio-culturall  differences were suggested for explaining these discrepancies. 
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ChapterChapter 6 describes a study aimed at evaluating the feasibility of conducting a patient satisfaction 
surveyy in the oncology hospital setting, using the CASC completed by patients at home. 

Socio-demographicc and clinical data were collected for 133 consecutive patients. Patients were 
askedasked to complete the European Organisation for Research and Treatment of Cancer QLQ-C30 
(versionn 2.0) just before hospital discharge and the CASC at home two weeks after discharge. 

Respondentss (73% of patients approached) were younger, hospitalised for a shorter time and 
presentedd less appetite loss, nausea and vomiting, and better physical and role functioning than non-
responders.. Aspects of care for which patients wanted most improvement were associated with the 
provisionn of medical information. In multivariate analyses, longer hospital stay was associated with 
higherr satisfaction with all aspects of medical and nursing care. This unexpected relationship between 
satisfactionn with care and length of hospital stay was probably due to the fact that in the institute 
wheree the study took place, early discharged patients were not assured of care continuity and lacked of 
informationn for self-care at home. Higher global quality of life was associated with higher satisfaction 
withh all aspects of care. 

Wee concluded that conducting a patient satisfaction survey in an oncology hospital setting proved 
feasible,, however further survey should attempt at obtaining the opinion of patients in more severe 
physicall  conditions. The assessment of patients' satisfaction provided indications for care 
improvement,, which specifically pertain to the particular hospital were the patient satisfaction survey 
wass conducted Although the results of this study are specific to one hospital, the methods could be 
reproducedd in other hospital settings, but might possibly lead to other conclusions. 

ChapterChapter 7 presents a study comparing the performance of the CASC according to the timing of 
questionnairee administration. Comparisons were made in terms of : a) the completeness and 
representativenesss of the data set (number of missing questionnaires, number missing item responses, 
respondents'' representativeness to the target population); b) the questionnaire acceptability to 
respondentss (time and difficulty to complete); c) the questionnaire reliability; and d) variability of 
scores. . 

Onee hundred and ten consecutive breast cancer patients hospitalised for surgery were randomised 
betweenn being sent the CASC at 2 weeks (T2W) or at 3 months (T3M) after hospital discharge. The 
timee to complete the CASC was shorter at T3M than at T2W and the mean percentage of item 
omissionn was lower at T3M (1.68) than at T2W (3.82). However the response rate was much higher at 
T2WW (87%) than atT3M (66%), making item omission non significant. At both times of questionnaire 
administrationn samples encompassed a greater number of patients having undergone a less invasive 
surgery.. Besides, the multi-item scales of the CASC demonstrated adequate internal consistency 
coefficients,, except the general satisfaction scale at T3M, and fairly symmetrical distribution of scores. 

Itt was concluded that priority should be devoted to obtaining a high response rate to the 
questionnaire.. Hence, administration of the CASC shortly after discharge should be the favoured 
workingg option. Our results underlined that cancer patients' perception of care may vary in a 6 weeks 
timee lapse. Therefore, the timing of assessment needs to be clearly specified in cancer patients' 
satisfactionn survey. 
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Generall  discussion 

Inn this thesis, we reported studies related to the development and validation across countries, of a 
comprehensivee questionnaire for assessing cancer patients' perception of the quality of care provided 
inn hospital. The feasibility of using this questionnaire in the routine delivery of care, as well as the 
optimall  timing for administering this questionnaire was also tested. 

Inn the sections below, key findings as well as limitations of these studies wil l be addressed. More 
specifically,, the following topics wil l be considered : methodological issues, further research needs 
andd implications for practice. 

Methodologicall  issues 

Thee CASC was elaborated paying particular attention to : 1) its content validity, 2) the variability of its 
scoree distributions, and 3) its acceptability to patients. So its development followed several 
requirements. . 

Firstly,, the relevance of issues selected for inclusion in the CASC, was explored through interviews 
withh both oncology specialists and cancer patients. Since the CASC is expected to assess patients' 
subjectivee perception of care quality, its validity depends on whether patients have contributed to the 
determinationn of its content, by expressing their views on which aspects of care are important for 
qualityy of care. 

Secondly,, to maximise the discriminative power of the CASC scales and the variability of patients' 
responses,, we chose to design a multidimensional questionnaire addressing detailed and specific 
aspectss of care [2] and to use a response scale showing greater response variability [3]. 

Thirdlyy to enhance the practical usefulness of this instrument in terms of prioritising care 
improvementt from patients' viewpoint, for all aspects of care evaluated, we added to the first question 
askingg patients to rate his/her level of satisfaction, a second question inquiring on his/her desire or not 
forr improvement. 

Fourthly,, to ensure acceptability to patients and so, maximise response rate and completeness of 
data,, repeated pilot tests of the questionnaire phrasing were performed. Moreover the questionnaire 
lengthh was determined balancing requirement for comprehensiveness and burden on patient. For 
applicationn across country languages, the CASC was translated and adapted according to standardised 
guideliness [4]. With regard to the conduct of the survey, in order to minimise the social desirability 
artefact,, the confidentiality of respondents' answers and the neutrality of the person gathering the data 
wass stressed [5]. Besides patients were asked to complete the questionnaire at home; this was also 
expectedd to elicit more frank expression of patients' viewpoint than in the place where they received 
care. . 

Differentt factors raise doubts on the credibility of most current satisfaction survey findings. These 
surveyss rarely report their response rate [6], which prejudices the generalisability of their results. 
Besidess high satisfaction levels are generally evidenced, contrasting with objective reports of care 
deficiencies.. Of utmost importance, most of these surveys rely on questionnaires that demonstrate 
littl ee evidence of psychometric performance [7]. 

Inn contrast, the different studies reported on the CASC substantiated the feasibility, reliability, 
validityy and usefulness of this questionnaire in the oncology hospital setting. Its administration proved 
acceptablee to patients, evidencing high rates of study participation, overall response, and individual 
itemm answer. Moreover the procedure for collecting the CASC data proved feasible in the routine 
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deliveryy of care. Hospital managers promoted the project by funding the personal required, and the 
surveyy was well-accepted by clinicians. The CASC evidenced acceptable variability in score 
distributions,, resulting in the identification of specific aspects of care that needed improvement. 
Additionally,, analysis of reliability and, convergent and divergent validity of the CASC scales 
demonstratedd acceptable to excellent estimates, highlighting patients' ability to discriminate between 
caree dimensions, across samples from different European countries. Amendments of the CASC were 
suggestedd to enhance discriminant validity. 

Furtherr research needs 

Thee different studies reported in this thesis provided information on the strengths of the CASC but 
alsoo on its limits. These latter indicate areas for further research. 

Firstly,, considering the size of each country/language samples, estimates of the CASC reliability, 
andd convergent and discriminant validity should be regarded cautiously. According to Tabachnik et ah 
[8],, multivariate analysis requires 5 to 10 observations per variable to obtain stable estimates. Since 
wee performed multi-trait scaling analyses independently in the four country samples we should have 
recruitedd at least 300 patients by participating setting. Repeating these analyses on larger samples is 
thuss required. Moreover to increase the generalisability of the results, optimally these analyses should 
bee carried out in a greater number of institutions by country. 

Secondly,, patients' characteristics (e.g.: age, education, personality, mood, previous care 
experience,, expectations), and socio-psychological artefacts (e.g.: social desirability, fear of 
unfavourablee treatment, gratitude) on the one hand, and aspects of care (e.g.: technical quality of care, 
interpersonall  manner, accessibility, costs, efficacy, continuity, environment, availability) on the other 
hand,, have been shown to influence satisfaction ratings [9-11]. The interpretation of satisfaction 
ratingss is not straightforward and the relationship between satisfaction ratings and quality of care is 
complexx [12]. Moreover little is known on the implications of satisfaction ratings in terms of care 
improvement.. As noted by Cleary [13], knowing whether satisfaction is "more a function of what is 
donee for the patient than a function of the kind of patient being treated" has decisive implications for 
caree improvement. Different proposals have been expressed for clarifying the interpretation of 
satisfactionn with care data. To further understand the respective role of satisfaction ratings 
determinants,, a number of authors have suggested the use of qualitative methodologies and the 
focalisationn on negative experiences of care [14,15]. Moreover, there is an increasing emphasis on 
complementingg satisfaction ratings by questions that ask for "objective reports" about events that did 
orr did not happen during a clinical encounter (e.g.: referring to practice guidelines). Such questions are 
bothh more interpretable and actionable for quality improvement purposes [16]. Qualitative 
methodologiess and objective care reports may provide another perspective on the high satisfaction 
ratingss commonly reported in surveys. 

Thirdly,, quality of life is an important target of care provision in oncology (e.g.: relieving 
symptoms).. Whether patients are satisfied with interventions aimed at improving their quality of life 
(orr attenuating the burden of illness and treatment on quality of life) should thus be checked. Different 
studiess evidenced that patients with poorer health, either emotionally or physically, tend to be less 
satisfiedd with their medical care [17]. Also, in chronically ill patients, when controlled for other 
patients'' characteristics, poor overall health predicted less positive judgement of care in the context of 
generall  practice [18]. In the study reported in chapter 6, higher global quality of life was associated 
withh higher satisfaction with care. However the design of the study, which did not include a repeated 
measuree of quality of life, did not allow for determining whether patients expressed higher levels of 
satisfactionn as a result of enhancement of their quality of life. Moreover some aspects of quality of life 
presentedd an unexpected correlation with patient satisfaction, which should be further explained : 
patientss who reported poorer physical functioning expressed higher levels of satisfaction with care 
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Fourthly,, it should be noted that in order to interpret satisfaction data across settings, the procedure 
forr data collection (i.e.: moment and place of questionnaire completion) should be homogeneous. For 
examplee in the cross-cultural studies reported in chapter 4 and 5, patient satisfaction data were 
collectedd either by a research assistant, a nurse or a doctor, and either in the hospital or in the patient's 
home.. As a result, the interpretation of satisfaction data across languages and cultures could be 
attributedd not only to linguistic factors and differences in patients' expectations across health care 
systemss but also to the heterogeneity of the study methodology. 

Fifthly,, the CASC criterion or predictive validity were not assessed in the present work. Validity 
testingg aims at determining whether or not the findings reflect reality. Criterion validity is the 
correlationn of the new scale with some other measure of the trait under study, ideally an existing 'gold 
standard'' which is well accepted in the field [7]. If the two measures are administered at the same 
time,, this is referred to as concurrent validity. If the criterion is not available until some time in the 
future,, this is called predictive validity. With regard to patient satisfaction it is difficult to find a 
commonlyy accepted 'gold standard'. Usually, satisfaction ratings are compared with a patient's 
behaviourr hypothesised to reflect dissatisfaction. For example, in a recent study, the validity of a 
questionnairee to assess patient satisfaction with chemotherapy nursing care was tested comparing 
satisfactionn ratings with patients' compliance [1]. Other such criteria have been proposed, for example 
:: changing health care service, registering a letter of grievance or initiating a malpractice suit. 
However,, across cultural settings it is difficult to determine a specific pattern of patient's behaviour 
thatt represents dissatisfaction. Changing health care service may not be possible in any geographical 
area,, and registering a letter of grievance or initiating a malpractice suit may not be an accepted 
practicee across health care systems. An alternative approach to assess the criterion validity of the 
CASCC could be the comparison of a self-reported versus an interview administration of the CASC, in 
termss of patients' responses. As reported by Williams [19], patients often display a more critical 
viewpointt when given the opportunity, through more open ended questions, to express themselves in 
theirr own terms. Interview responses might thus be considered as the 'gold standard'. As patient 
satisfactionn questionnaires usually result in high satisfaction ratings, a comparison between data 
collectedd from a self-reported questionnaire or from a semi-structured interview could provide 
indicationss on the degree to which the CASC self-report questionnaire elicits answers that approach 
whatt patients may more freely express in the framework of an interview. 

Implicationss for practice 

Thee development and cross-cultural psychometric testing of the CASC is meant to provide a 
psychometricallyy robust instrument for use in multicentre clinical research or in health care services 
evaluation.. The studies reported in this thesis provide information on the strength and limits of the 
CASC,, and indications for its amendment and further analyses. Larger sample sizes, increased number 
off  participating institutions, complementary qualitative analyses or "objective reports" of care events, 
andd analysis of criterion validity should be further considered, paying particular attention to 
homogenisee the procedure for data collection. 

Thee CASC raises patients' opinion with regard to the quality of hospital doctors' and nurses' 
availability,, technical, interpersonal skills, information provision as well as to hospital access, 
comfort,, care organisation and general satisfaction. On the strength of appropriate psychometric 
properties,, this questionnaire may serve different purposes. Firstly, it may be used in patient 
satisfactionn surveys for institutional purposes. In that context, thanks to the assessment of multiple 
aspectss of care, the CASC allows for contrasting ratings of satisfaction provided by patients to a 
comprehensivee list of care aspects relevant to the oncology hospital context. Scores of the CASC 
scaless may be compared across hospital departments to establish the desired level of satisfaction, with 
thee level in a given department then checked against the mean level of satisfaction within the hospital 
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att large. The implications of these ratings may also be evidenced in terms of patients' desire for care 
improvement.. Still at the institutional level, recording satisfaction with care scores over time allows 
forr assessing the impact of initiatives to stimulate improvement. Secondly, in cross-setting clinical 
research,, an assessment of patient satisfaction with care may convey useful information about a 
specificc quality of life issue. In that context, an evaluation of satisfaction with care is a further 
endpointt for judging the efficacy of treatment. This measure may also provide indication on factors 
thatt influence patients' willingness to undergo or sustain treatment. Used in cross-cultural comparative 
healthh care research, the CASC could provide a better understanding of satisfaction with care 
accordingg to patients' cultural characteristics. 

Conclusion n 

Acrosss countries, patients' views on the care received has been increasingly considered as a valid 
endpointt for assessing and monitoring the quality of health care. Surveying patient satisfaction is now 
widelyy performed. However the methodology applied for these surveys have often demonstrated 
shortcomings,, cautioning the accuracy of their results. Efforts to develop valid and reliable methods 
forr assessing patient satisfaction have emerged very recently and their diffusion across countries is still 
limited. . 

Thee need for care improvement may be particularly relevant in the field of oncology. Cancer 
patientss are often facing lengthy treatment and continued dependence on health care providers. 
Dissatisfactionn with care has often been reported, especially with regard to the interaction with health 
caree providers and care organisation. 

Thee present work aimed at developing and testing across cultural contexts a questionnaire for 
assessingg cancer patients' perception of the care provided in hospital. It was meant to supply 
organisationss wishing to enhance care in oncology, with a psychometrically robust instrument for 
monitoringg their endeavour. It is our hope that future use of the CASC will be profitable to the 
improvementt of the quality of care provided to cancer patients. 
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Samenvatting g 

Hett belangrijkste doel van de in dit proefschrift gerapporteerde studies was het ontwikkelen en 
uittestenn van een instrument voor het meten van satisfactie bij kankerpatiënten: Comprehensive 
Assessmentt of Satisfaction with Care (CASC). 

Err is reeds veel onderzoek gedaan naar de tevredenheid van patiënten met de gezondheidszorg. Een 
aantall  methodologische problemen doet echter twijfels rijzen omtrent de geloofwaardigheid van een 
deell  van de onderzoeksresultaten. De volgende beperkingen worden vaak genoemd: 1) er is weinig 
bekendd over de psychometrische kwaliteit van de gebruikte instrumenten; 2) de procedure bij 
dataverzamelingg leidt tot een laag responspercentage; 3) een hoge mate van tevredenheid bij de patiënt 
staatt in contrast tot een meer objectieve rapportage over eventueel gebrekkige zorgverlening. 

Bijj  de ontwikkeling en het uittesten van de CASC is rekening gehouden met deze methodologische 
valkuilen.. Het onderzoek naar de psychometrische kwaliteiten van het instrument heeft daarom 
prioriteitt gekregen. Dit is van belang omdat het aangeeft in welke mate de vragenlijst relevante 
variabelenn op valide wijze kan meten. 

HoofdstukHoofdstuk 1 geeft een overzicht van de literatuur betreffende het meten van de satisfactie van 
patiënten.. Dit satisfactieondcrzoek wordt geplaatst in de context van klinisch onderzoek en van de 
beoordelingg van de kwaliteit van de gezondheidszorg. De volgende onderwerpen worden besproken: 
1)) de redenen om de tevredenheid van patiënten te meten; 2) het doel van deze meting; 3) de betekenis 
diee wordt gegeven aan tevredenheid van patiënten; en 4) de componenten waaruit dergelijke metingen 
bestaan.. Dit hoofdstuk eindigt met argumenten om een nieuwe vragenlijst over tevredenheid te 
ontwikkelenn voor patiënten met kanker. 

Verschillendee motieven liggen ten grondslag aan het onderzoek naar tevredenheid van patiënten. 
Dee noodzaak om, vanuit het perspectief van de patiënt, effectieve gezondheidsinterventies te 
identificerenn wordt benadrukt. Daarnaast worden patiënten en organisaties van patiënten steeds 
aktieverr in het eisen van een kwalitatief hoogwaardig zorgsysteem. 

Onderliggendee doelstellingen voor de beoordeling van de tevredenheid van patiënten zijn: 1) het 
beoordelenn van de aanvaardbaarheid van de behandeling door de patiënt; 2) het identificeren van 
enerzijdss redenen van ontevredenheid en anderzijds van motieven om de therapie niet te volgen; 3) het 
opstellenn van een gegevensbank voor vergelijkend onderzoek. De resultaten zijn nuttig om 
behandelingenn en zorgmodellen te evalueren, alsook de manieren waarop zorg wordt gegeven. Deze 
resultatenn kunnen werkers en managers in de gezondheidszorg belangrijke informatie leveren om hun 
prestatiess effectief te verbeteren. 

Dee betekenis van tevredenheid van patiënten is nog vaak niet helder omschreven en de interpretatie 
vann resultaten blijft daardoor soms verwarrend. Verschillende theoretische modellen zijn voorgesteld, 
zoalss die met betrekking tot verwachtingen en waarden. Desondanks werd er, gezien de hoge positieve 
scoress gerapporteerd in de meeste onderzoeken, gesuggereerd dat ontevredenheid enkel voorkomt na 
extreemm negatieve gebeurtenissen. 

Verschillendee conceptuele modellen zijn uitgewerkt voor het meten van patiëntensatisfactie: deze 
zijnn afhankelijk van de context en het doel van het onderzoek. Er bestaat consensus over het feit dat 
eenn meetinstrument moet bestaan uit verschillende items omdat een multi-dimensionele aanpak een 
groteree variabiliteit in de resultaten oplevert en meer aanwijzingen geeft voor het stellen van 
prioriteitenn bij het verbeteren van de zorg. De items moeten eveneens relevant zijn voor de patiënt. 
Binnenn verschillende culturen en zorgsystemen is het belang van de interactie tussen zorgverlener en 
patiëntt onderstreept. 

Hett identificeren van ontevredenheid en niet beantwoorde zorgbehoeften in de oncologie 
ondersteuntt de noodzaak om de zorg voor deze patiënten te verbeteren. Inspanningen daartoe moeten 
wordenn vervolgd en beoordeeld. We vonden echter geen gestandaardiseerde en omvattende vragenlijst 
omm de tevredenheid van oncologische patiënten te meten. 
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HoofdstukHoofdstuk 2 handelt over de oorspronkelijke ontwikkeling van een omvattende vragenlijst voor het 
metenn van de kwaliteit van zorg in een oncologische kliniek vanuit het perspectief van patiënten 
(CASC).. De voorlopige versie van de CASC bevat 61 items die in de eerste plaats de technische en 
communicatievee vaardigheden van artsen en verplegend personeel meten, en hun interpersoonlijke 
kwaliteitenn en beschikbaarheid. De vragenlijst onderzoekt eveneens de ziekenhuis omgeving, 
behandelingsplanningg en algemene tevredenheid. De meeste items betreffen een aspect van zorg dat 
wordtt beoordeeld op een Likert-schaal met 5 antwoordmogelijkheden die lopen van 'slecht' tot 
'uitstekend'.. Deze schaal levert volgens de literatuur de grootste variatie in antwoorden op. Daarnaast 
werdd elk aspect van de zorg beoordeeld met een vraag met een dichotome antwoordmogelijkheid 
(ja/nee)) om de wens van de patiënt om al of niet verbetering te bevorderen, na te gaan. 

Dezee vragenlijst was het resultaat van een aantal opeenvolgende pilot studies uitgevoerd tussen 
aprill  1994 tot september 1995. Wijzigingen van CASC items werden aangebracht op grond van 
commentarenn van patiënten, gebleken omissies en gevonden variatie in de antwoordverdelingen. Items 
mett een relatief lage score en/of acceptabele verdeling van antwoorden werden geschikt geacht om 
opgenomenn te worden in de herziene vragenlijst. 

Inn Hoofdstuk 3 worden de resultaten beschreven van een onderzoek naar de structuur van de 
herzienee CASC, de interne consistentie van de schalen, en de convergente en discriminante validiteit 
daarvan. . 

Aann 395 opeenvolgende patiënten, ontslagen uit een oncologisch centrum in Italië, werd gevraagd 
omm de toegestuurde CASC in te vullen en in een aan afzender geadresseerde enveloppe terug te 
zenden.. Twee procent van de patiënten weigerde meteen mee te werken en 25% stuurde geen 
vragenlijstt terug. Uit afzonderlijke factoranalyses van de CASC-subschalen kwamen de volgende 
factorenn naar voren: de waargenomen mate van beschikbaarheid van artsen en verplegend personeel, 
coördinatiee van de zorg, intermenselijke kwaliteit, technische kwaliteit, het verlenen van 
psychosocialee zorg, informatieverschaffing, evenals de algemene tevredenheid van de patiënt en diens 
beoordelingg van de zorgorganisatie, de toegankelijkheid en de mate van comfort. Multi-trait-
schaalanalysess zijn uitgevoerd op de uit de factoranalyses naar voren gekomen subschalen. De 
gevondenn interne consistenties en convergente validiteit zijn hoog, maar de discriminante validiteit 
zouu kunnen worden verbeterd. 

UitUit  dit psychometrisch onderzoek van de CASC komen gunstige eigenschappen naar voren. Deze 
dienenn te worden bevestigd door het onderzoek te herhalen in een crossculturele context. 

HoofdstukHoofdstuk 4 betreft de crossculturele vergelijking van de psychometrische kwaliteiten van de 
CASC.. In het gerapporteerde onderzoek is vastgesteld of bij kankerpatiënten in Franse, Poolse en 
Zweedsee oncologische klinieken soortgelijke schaalkenmerken kunnen worden gevonden als in de 
eerderr beschreven Italiaanse setting. 

Inn totaal zijn 140, 186 en 133 nieuwe oncologische patiënten benaderd in respectievelijk Frankrijk, 
Polenn en Zweden. 

Multi-trait-schaalanalyse,, gebaseerd op een groepering van de items die voortkwam uit eerdere 
analysee van de samengenomen Franse, Italiaanse, Poolse en Zweedse populaties, resulteert in 
uitstekendee interne consistenties en convergente validiteits-schattingen. Discriminante validiteit blijkt 
bevredigendd voor de meeste CASC schalen. 

Uitt psychometrische analyse van de CASC in vier Europese landen blijkt dus dat patiënten 
vergelijkbaree dimensies van zorg onderscheiden. Deze kunnen op gevalideerde wijze worden gemeten 
mett de herziene CASC. 

HoofdstukHoofdstuk 5 behandelt de crossculturele vergelijking van de CASC-antwoordschalen. We 
onderzochtenn welk deel van patiënten uit oncologische afdelingen in Frankrijk, Italië, Polen en 
Zwedenn een verbetering van de zorg wenst, gegeven eenzelfde mate van tevredenheid. Eveneens is 
onderzochtt in welke mate leeftijd, geslacht, opleidingsniveau en de aard van het onderwerp deze wens 
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beïnvloeden.. Patiënten is gevraagd verschillende aspecten van de zorg te ordenen en te vermelden 
voorr elk aspect of verbeteringen gewenst waren. 

Honderdd veertig, 395, 186 en 133 oncologische patiënten werden benaderd in respectievelijk 
Frankrijk,, Italië, Polen en Zweden. 

Inn elk land wilde een toenemend aantal patiënten zorgverbetering als hun niveau van tevredenheid 
afnam.. Echter, in vergelijking met andere landen, wenst in Frankrijk bij hoge tevredenheids-scores een 
groterr aantal patiënten zorgverbetering. In vergelijking met de andere landen wensen Poolse patiënten 
pass verbetering bij een relatief lage satisfactie. Leeftijd en opleiding hebben vergelijkbare effecten in 
dee verschillende landen: oudere patiënten en patiënten met een lagere opleiding wensen minder vaak 
eenn verbetering van de zorg. 

Hett relateren van niveaus van tevredenheid aan de wens de zorg te verbeteren blijkt daarmee een 
zinvollee manier om de verschillen in implicaties van tevredenheidsmeting bij kankerpatiënten uh 
verschillendee landen duidelijk te maken. Zowel linguïstische als sociaal-culturele verschillen worden 
genoemdd als mogelijke verklaring voor de gevonden discrepanties. 

Inn hoofdstuk 6 wordt een studie beschreven die tot doel heeft de haalbaarheid van het meten van de 
tevredenheidd van patiënten in de oncologische centra te evalueren als de CASC door de patiënt thuis 
wordtt ingevuld. 

Sociaaldemografischee en klinische gegevens werden verzameld van 133 opeenvolgende patiënten. 
Aann de patiënten werd gevraagd om kort voor hun ontslag in het ziekenhuis de European Organisation 
forr Research and Treatment of Cancer QLQ-C30 (version 2.0) in te vullen en twee weken na het 
ontslagg thuis de CASC. 

Respondentenn (73% van de benaderde patiënten) waren jonger en korter opgenomen geweest dan 
niet-respondenten.. Ook hadden die minder last van verlies van eetlust, van misselijkheid en van 
braken,, en een betere lichamelijke conditie dan de niet-respondenten. Ten aanzien van het geven van 
medischee informatie vonden patiënten verbetering het meest belangrijk. Uit multivariate analyse komt 
naarr voren dat een langere opnameduur samengaat met meer tevredenheid over alle aspecten van zorg. 

Ditt onverwacht gevonden verband tussen tevreden zijn met de zorg en de opnameduur, is 
waarschijnlijkk te verklaren doordat in het instituut waar deze studie is uitgevoerd, ontslagen patiënten 
niett verzekerd zijn van continuïteit in hun zorg en er daar een tekort bestaat aan informatie omtrent 
thuiszorg.. Een betere kwaliteit van leven is geassocieerd met meer tevredenheid op alle aspecten van 
zorg. . 

Onzee conclusie is dat onderzoek naar tevredenheid onder oncologische patiënten haalbaar is, maar 
naderr onderzoek is nodig naar de tevredenheid van patiënten met een slechtere gezondheidstoestand. 
Hett meten van de tevredenheid van de patiënt geeft een aantal aanwijzingen om de zorg te verbeteren 
specifiekk voor het ziekenhuis waar dit onderzoek is uitgevoerd. Zodoende zouden de resultaten elders 
moetenn worden gerepliceerd en zou volgend onderzoek ook kunnen leiden tot nieuwe conclusies. 

Inn hoofdstuk 7 wordt een onderzoek behandeld naar de relatie tussen de uitkomsten van de CASC 
enn het tijdstip van het invullen van de vragenlijst. Er zijn vergelijkingen gemaakt ten aanzien van: 1) 
volledigheidd en representativiteit van de data (aantal ontbrekende vragenlijsten, aantal ontbrekende 
antwoorden,, representativiteit van de respondenten); 2) aanvaardbaarheid van de vragenlijst voor de 
respondentenn (tijd nodig om in te vullen en de mate van moeilijkheid van de lijst; 3) de 
betrouwbaarheidd van de vragenlijst; en 4) de variabiliteit van de scores. 

Honderdd tien opeenvolgende patiënten met borstkanker zijn op random basis toegekend aan twee 
onderzoeksgroepen:: een groep kreeg de CASC toegestuurd 2 weken na ontslag uit het ziekenhuis 
(T2W)) en een groep kreeg de CASC 3 maanden (T3M) na ontslag. De tijd nodig om de CASC in te 
vullenn is korter bij T3M dan bij T2W en het gemiddelde percentage vergeten items is lager bij T3M 
(1.68)) dan bij T2W (3.82). Het responspercentage is echter veel hoger bij T2W (87%) dan bij T3M 
(66%),, waardoor het verschil in aantal missende items niet significant is. Op beide momenten heeft 
eenn relatief grote groep patiënten die een beperkte operatie onderging de vragenlijst ingevuld 
teruggestuurd.. Bovendien vertoonden alle schalen van de CASC, behalve de algemene 

123 3 



SummarySummary in Dutch 

satisfactieschaall  op T3M, acceptabele interne consistenties en een redelijk symmetrische 
antwoordverdeling. . 

Geconcludeerdd wordt dat een hoge respons op de vragenlijst prioriteit moet worden gegeven. Het 
toedienenn van de CASC kort na ontslag uit het hospitaal lijk t daarom de beste optie te zijn. Onze 
resultatenn benadrukken dat de perceptie van de zorg door oncologische patiënten kan variëren binnen 
eenn tijdsduur van 6 weken. Daarom moet het moment waarop de vragenlijst is voorgelegd aan 
patiënten,, steeds worden vermeld in dergelijk onderzoek. 

Dee hier gerapporteerde studies hadden tot doel het ontwikkelen en testen van een vragenlijst om de 
evaluatiee van de gegeven zorg te nieten bij oncologische patiënten in verschillende culturele 
omstandigheden.. Het doel van dit werk is om organisaties in de oncologie die hun zorg willen 
verbeteren,, een goed gevalideerd psychometrisch instrument te verschaffen om de tevredenheid van 
patiëntenn te volgen. Het is dan ook onze hoop dat het gebruik van de CASC in de toekomst zal 
bijdragenn aan de verbetering van de zorg voor kankerpatiënten. 
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"AA Comprehensive Assessment of Satisfaction with Care" 
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