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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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