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Summary Summary 

SUMMARY Y 

Thee meaning of patient satisfaction as an 
indicatorr for the quality of care 
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Summary Summary 

Backgroundd and research question 

I nn Mental Health Care (MHC) and Addiction Care (AC) in the Netherlands, the 

measurementt of patient satisfaction has become commonplace. Most institutions 

havee measured patient satisfaction at least once. The aim of such efforts is to assess the 

qualityy of care and to identify domains for improvement. However, the value of the 

measurementss is not clear. In general, it is assumed that patient satisfaction reflects the 

levell  of the quality of care: patient satisfaction is supposed to be an indicator of quality. 

Inn order to be a good indicator of quality, patient satisfaction should be mainly determined 

byy treatment characteristics and treatment results and not by other factors such as 

demographicc or personality characteristics. However, littl e is known about the factors 

thatt determine patient satisfaction in MHC and AC. Most research projects pertaining to 

factorss that are related to patient satisfaction ha\re a cross-sectional design, which doesn't 

alloww conclusions about the temporal relationship between these factors and patient 

satisfaction.. It is not known whether high quality7 care results in high patient satisfaction 

scores. . 

Thee aim of this dissertation is to investigate the value of patient satisfaction as an 

indicatorr of the quality of care. The construct validity of patient satisfaction is studied 

byy examining the relationship between quality of care and patient satisfaction. In this 

wayway more insight into the practical value of self-report measures of patient satisfaction 

iss obtained. 

Ass an indicator of quality of care, patient satisfaction can have two functions, namely 

thatt of process indicator and of outcome indicator (chapter 1). This distinction is impor-

tant,, because patient satisfaction can be used and studied in se\reral ways. As a process 

indicatorr patient satisfaction is an independent or mediating variable of treatment outcome. 

Patientt satisfaction as a process indicator is to be measured during the treatment process 

enn can be viewed as a prerequisite for the quality of care if patient satisfaction predicts 

thee continuation of treatment or treatment outcome. As an outcome indicator patient 

satisfactionn is a dependent variable. As an outcome indicator patient satisfaction should 

bee measured at the end or after treatment, which implicitly assumes that patient satisfaction 

iss determined by the quality of the foregoing treatment. 

Thee value of patient satisfaction as a process indicator is investigated by studying 

thee effect of patient satisfaction during treatment on treatment outcome and drop-out 

(chapterr 5). The value of patient satisfaction as an outcome indicator is investigated by 

studyingg the question to what extent patient satisfaction is predicted by disconfirmation 

off  treatment preferences (chapter 3), quality of the working alliance (chapter 4) and 

symptomm reduction (chapter 5) 

Thee value of patient satisfaction, both as a process and an outcome indicator, was 

definedd by the extent to which patient satisfaction is predicted by demographic 

characteristics,, personality, psychopathology and symptom severity (chapter 2). Patient 
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satisfactionn is meaningful as an indicator of patient satisfaction if it is «o/mainly determined 

byy these patient factors. A review of the existing literature (chapter 2) showed that findings 

regardingg the relationship between patient satisfaction and demographic characteristics 

aree inclusive, although age seems to be positively related to patient satisfaction: older 

patientss are generally more satisfied. Findings regarding the relationship between patient 

satisfactionn and social desirability are also inconsistent. Other personality characteristics 

havee been studied less frequently. However, characteristics such as 'anti sociality' seem 

too have a negative effect on satisfaction. 

Designn of the current study 

Inn order to find answers to the research questions, a prospective study with five 

measurementt points was conducted in four locations of the outpatient MHC and AC. A 

totall  of 240 patients participated: 157 with a short term treatment in AC with controlled 

drinkingg or abstinence as the main treatment goals, and 83 with a short-term treatment 

inn MHC because of psychological distress or a psychiatric disorder (mainly anxiety and 

depression)) . In one AC and one MHC treatment site, treatment was manualized, with a 

4-sessionn and 5-session treatment protocol respectively. In the two other sites, treatment 

wass not manualized. One third of the total group (72 patients ) discontinued treatment 

prematurely,, of whom 41 without prior notice. Follow-up response (about 60%) was 

somewhatt lower than response during treatment (about 70%). 

Patientt characteristics and treatment preferences were measured before the start of 

treatment.. The realization of treatment preferences, the quality of the working alliance, 

symptomss and patient satisfaction were measured early in treatment (2nd/3rd session) and 

thee latter three also at treatment completion. At both follow-up moments (1 month and 

33 months after the end of treatment) symptoms and patient satisfaction were measured. 

Patientt satisfaction was measured using the Client Satisfaction Monitor Revised, 

whichh includes satisfaction about 'the communication' (information and consultation), 

'thee therapist' (expertise and treatment) and the 'treatment results'. Participants were 

categorizedd in a 'satisfied' or 'less satisfied' group for each domain at each measurement 

point.. Psychological distress was measured with the General Health Questionnaire (GHQ) 

andd alcohol problems with the Alcohol Use Disorder Identification Test (AUDIT) . Social 

desirabilityy was measured with the short form of the Marlowe Crown Social Desirability 

Scale.. For the assessment of personality we used the Five Factor Inventory Personality 

Inventory,, short form, and for interpersonal style characteristics the Interpersonal Check-

list-Revised. . 

Whenn treatment preferences are not realized, preference disconfirmation emerges. 

Thiss latter concept was determined by comparing patient preferences before the start of 

treatmentt en the realization of these preferences at the 2nd/3rd session (chapter 3). Both 

patientss and therapists judged the working alliance twice during treatment, using the 
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shortt form of the Working Alliance Inventory. 

AA positive treatment result was defined as reliable change (RC) and clinical signifi-

cantt change (CSC). RC means that an improvement is large enough to be statistically 

reliable.. If in addition the test score has improved to the range of the normal population, 

thee improvement is considered to be clinically significant. 

Univariatee and multiple logistic regression analyses were used to analyze the data. 

Results s 

Inn AC, patient satisfaction scores were higher than in MHC, at all measurement 

moments,, for all domains. 

ToTo what extent is patient satisfaction determined by patient characteristics? (chapter 2) 

ACC and MHC participants differed on several characteristics: AC participants were 

olderr (39,6 yrs) than MHC patients (30,4 yrs). This was largely the result of a large 

studentt population in one of the MHC locations. In AC there were more males than 

females,, while there were more females than males in MHC. Patients in MHC scored 

higherr on neuroticism and on psychological distress than patients in AC. It comes as no 

surprisee that in AC there were more alcohol problems than in MHC. 

Demographicc characteristics hardly predicted patient satisfaction scores. Of the 

personall  characteristics, psychological distress, neuroticism and distrust appeared to predict 

patientt satisfaction at several measurement points . This was more so in MHC than in 

AC.. Social desirability did not predict patient satisfaction. Patient satisfaction appeared 

too relate to psychological distress both cross-sectionally and prospectively. Therefore, it 

seemss that at least some of the differences in patient satisfaction in AC and MHC is 

causedd by differences in patient characteristics between the two settings. 

Becausee psychological distress was more severe in MHC than in AC at all measurement 

moments,, patient satisfaction in MHC will be less good as an indicator of quality of care 

thann patient satisfaction in AC. It also means that as an indicator of process and outcome 

off  treatment, patient satisfaction only has meaning if severity of the psychological distress 

andd the level of neuroticism are taken into account. For this reason, psychological distress 

iss used as a covariate in the following logistic regression analyses. 

ToTo what extent is patient satisfaction determined by preference disconfirmation? (chapter 3) 

Onn average, the level of treatment preference disconfirmation was low: patient 

preferencess and the real treatment situations matched quite well. Yet, we found that in 

51%% of the subjects there was some disconfirmation on at least 2 (of 51) items; AC and 

MHCC participants did not differ in this respect. Disconfirmation of preferences regarding 

formm and content of treatment showed a negative effect on patient satisfaction with 

communicationn and therapist. Disconfirmation of preferences did have effect on patient 
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satisfactionn with the treatment result. This means that patient satisfaction with the treatment 

(communicationn and the therapist) has meaning as an indicator of quality because it is at 

leastt partly determined by the level of treatment preference confirmation. . 

However,, this does not apply to patient satisfaction with the treatment result. 

ToTo what extent is patient satisfaction determined by the quality of the working alliance? (chapter 4) 

Att both measurement points the mean working alliance scores of AC participants 

weree higher than those of MHC participants. This was also true for the working alliance 

scoress of the therapists. The working alliance, measured during treatment, predicted 

patientt satisfaction with the communication and therapist later on. Patient satisfaction 

withh the treatment result was not predicted by the working alliance scores of the patient. 

Workingg alliance scores of the therapist also did not predict patient satisfaction. This 

meanss that patient satisfaction with the treatment (communication and therapist) has 

valuee as an outcome indicator, because it is at least partly determined by the quality of 

thee working alliance, as judged by the patient. However, this does not apply to patient 

satisfactionn with treatment result. 

ToTo what extent is patient satisfaction determined by symptom improvement? (chapter 5) 

Aboutt one third of all participants showed clinical significant improvement after 

treatment,, in terms of psychological distress (GHQ-12). In the AC group 47% (end of 

treatment)) to 81% (latest follow-up) showed a clinically significant improvement on the 

AUDIT .. According to the GHQ-28, the percentage of MHC-participants that showed 

clinicallyy significant improvement was 6% at the end treatment and 35% in the last 

follow-up. . 

Reliablee change (RC) of psychological distress in the total group, measured at the 

endd of treatment, predicted patient satisfaction with treatment result, measured at the 

firstt follow-up. In the combined group, clinically significant improvement (CSC) of 

psychologicall  distress did not predict patient satisfaction. In the MHC group however, 

symptomm improvement predicted patient satisfaction with the therapist. In the AC group 

clinicall  significant improvement of the alcohol problems, measured at the end of 

treatment,, predicted patient satisfaction with the treatment result at follow-up. This means 

thatt patient satisfaction with the therapist and with the treatment result seems to have 

somee value as an indicator of outcome. 

ToTo what extent does patient satisfaction predict the improvement of symptoms and drop out? (chapter 

Inn the combined group, patient satisfaction with the therapist predicted reliable 

changee of psychological distress, measured at the first follow-up. In AC, patient satisfaction 

withh the therapist and with the treatment result, measured at the second session, predicted 

clinicall  significant improvement of alcohol problems at both follow-ups. In MHC no 

significantt predictive effects of patient satisfaction were seen, possibly due to the smal-
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Ierr number of participants. 

Thee overall drop out percentage was 30%: 32% in AC and 25% in MH C Patient 

satisfactionn did not predict dropout. This means that patient satisfaction has some value 

ass an indicator of process. 

Integratingg the findings 

Inn chapter 6 of this dissertation, the above-mentioned results were integrated into 

twoo conceptual models. The first model pertains to patient satisfaction with communication 

andd with therapist. These patient satisfaction aspects are at least partlv explained by 

patientt characteristics, treatment preference disconfirmation and the qualitv of the working 

alliance.. The second model pertains to patient satisfaction with the treatment result, 

whichh is partly determined by patient characteristics and symptom reduction. 

Inn the same chapter, some practical consequences of the results of this study are 

discussed.. Firstly, it is important to measure patient satisfaction as a multidimensional 

construct.. One-dimensional measurement gives less information about possible causes 

off  dissatisfaction, while subscale scores of patient satisfaction can be informative of the 

patientt centeredness (i.e. preference confirmation) of the treatment, the qualitv of the 

workingg alliance and symptom improvement. Secondly, it is not useful to compare patient 

satisfactionn of different patient groups, different treatment institutions or different 

treatmentt programs ('benchmarking'), because part of the difference in satisfaction might 

bee determined by differences in the severity of psychological distress or psychiatric 

problemss and the personality' characteristics of the patients. Thirdly, it can be useful to 

measuree patient satisfaction during treatment, because patient satisfaction has some value 

ass a process indicator. Fourthly, the quality of treatment cannot be assessed by patient 

satisfactionn alone 

Limitations s 

Thee strengths and weaknesses of the study are discussed in chapter 7. The chapter 

startss with a discussion of the operational definition of 'satisfied' and 'less satisfied' on 

eachh of the domains. This dichotomization is probably more sensitive for lower levels of 

satisfactionn and probably results in more realistic levels of patient satisfaction. The precise 

meaning,, however, of 'satisfied' and ' less satisfied' or 'agree' and 'disagree' remains 

unclear.. Further research is recommended. Secondly, RC and CSC as treatment outcome 

measuress were elaborated. A strength of these operational definitions is that a norm, 

althoughh a statistical one, for improvement is used, wrhich is preferred to simple difference 

scores.. However, the meaning for the patient is not always clear. How these outcome 

measuress are related tot goal attainment, improvement of daily functioning or assessment 
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off  improvement by significant others should be subject for further research. 

Thee response in this study was less than perfect. In chapter 7, selection of certain 

participantss and differences between responders and non-responders are discussed. In 

thee AC-group there is probably an overrepresentation of less severe or less complex 

psychologicall  problems, which might explain part of the observed differences in 

satisfactionn in AC and MHC. Responders and non-responders were quite similar in both 

groups,, except for 'openness'; responders scored somewhat higher on this personality 

factor.. It is not likely that this difference had a serious effect on the results of this study. 

Inn AC the non-response rates were higher, which also might explain some of the higher 

satisfactionn rates in AC, because of the exclusion of 'non-satisfied non-responders'. In 

short,, selection and non-response may pardy explain the higher satisfaction level in AC. 

Nevertheless,, the direction of the observed relationships between patient satisfaction 

andd the factors we studied were probably not affected by selection or non-response. 

However,, due to the relatively small sample si2es, some relationships were found to be 

nott significant, although in reality there might have been a true relationship, (type II 

error). . 

Conclusion n 

Fromm the results of this study, it can be concluded that patient satisfaction is of 

valuee as a process indicator because it was not independent of subsequent treatment 

outcome.. In addition, it can be concluded that patient satisfaction is of value as an 

outcomee indicator because it is at least partly determined by treatment preference 

disconfirmation,, the quality of the working alliance and treatment outcome. The finding 

thatt it is related to patient characteristics, however, restricts the value of patient satisfaction 

ass an indicator of the quality of care. The meaning of patient satisfaction as an indicator 

forr quality of care should be measured multi-dimensionally. As long as patient satisfaction 

iss adjusted for the severity of psychological distress and measured multi-dimensionally, 

itt seems to have a clear and undisputed value as an indicator for the quality of care. 
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