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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. 

88 8 



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

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 

94 4 

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. . 
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