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Abstract

Objective. To investigate prospectively which medical, psychosocial or treatment-related factors predicted treatment
satisfaction and to evaluate the adequacy of a preceding retrospective study which had examined the same factors.
Furthermore, to examine the predictors and the stability of the major determinants of patient treatment satisfaction.

Design. Assessments made before admission, at discharge and 2 and 4 months after discharge were used to predict both
the level and the rate of change in satisfaction with different aspects of treatment.

Setting. Three surgical departments at a University Hospital.

Study participants. Four-hundred and eighty-two patients electively admitted for several surgical conditions.

Results. The central treatment-related measures were the same in the retrospective and prospective studies: global satisfaction
with treatment (GS), perceived quality of contact with the nursing (QCN) and medical staff (QCM) and provision of
adequate treatment information (INF). More of the variance in GS was explained in the prospective study (48.7% versus
36.3%). GS was most influenced by treatment-related factors with QCN as the strongest predictor in both studies. Only a
small portion of the variance in QCN and QCM could be accounted for by the characteristics of the patients. INF was
predicted by characteristics of the patients, their illness and life situation and by treatment-related factors. QCN was the
strongest predictor of INF. The relationships with the nursing and medical personnel appear to be the major determinants
of both patient treatment satisfaction and patients’ reception of adequate information about their condition and its treatment.

Keywords: global satisfaction with treatment, prediction, prospective design, quality of contact with the nursing and medical
staff, treatment information

Several dimensions of patient satisfaction with treatment interpersonal skills and (ii) the effect of the provision of
information to the patient upon patient recall and adherence.have been identified: global satisfaction, interpersonal aspects,

competence, self-rated result, equipment, continuity of care, Barlett et al. [8] found that the quality of the interpersonal
skills of the physicians influenced patients’ satisfaction andaccessibility, orientation about information, bureaucracy, and

costs [1]. Patient satisfaction or dissatisfaction has been shown recall more than the quantity of information and instructions
that were provided. It appears that treatment outcomes areto be influenced by patients’ expectations, their medical

condition and health status, psychosocial variables, and char- more favorable when patients feel they are active participants
in care and that their problem has been discussed fully,acteristics of the treatment [2,3]. Pre-surgical expectations

have been shown to be significant predictors of post-surgical when they feel encouraged to ask questions, feel emotionally
supported, and when they share in the treatment planningreports of experiences, dissatisfaction, and mood disturbance

[4–6]. Patient satisfaction has been associated with improved process [11]. There is a need for more information about the
influence of the interpersonal skills of the nursing staff uponcollaboration with health services and compliance with med-

ical recommendations [2,7–9] as well as with improved clinical treatment satisfaction and the result of treatment.
In a preceding retrospective study including 610 formeroutcomes and health status [10].

Of the different treatment-related factors influencing global surgical patients with various conditions, we investigated the
associations between global satisfaction with treatment andsatisfaction with treatment, contact with physicians has been

most extensively studied. Over the course of time two areas a selection of medical, treatment-related and psychosocial
factors that could influence the patient treatment experienceof investigation have evolved: (i) the effects of physicians’
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[12]. The study included a variety of socio-demographic in terms of illness-related stress and level of physical func-
variables as well as measures of personality, well-being, emo- tioning both before and after surgery.
tional symptoms, ways of coping, smoking and alcohol habits,
family interaction, social contact, subjective health and phys- Assessment procedure
ical functioning, the severity of the illness, and the satisfaction

Patients completed questionnaires 2 weeks prior to admission,with different aspects of treatment [13]. Several psychosocial
at discharge and 2 and 4 months after discharge from themeasures and measures related to the experience of treatment
hospital. The questionnaires prior to and after admissionwere derived and used in the present study.
were mailed. The physicians completed questionnaires whenAbout 10% of treatment satisfaction could be explained
admitting and discharging the patients.by characteristics of the patients while 25% was explained

by treatment experiences of which almost all was related to
the perceived quality of contact with the nursing and medical Measures of central aspects of the treatment
staff. situation

However, there were several missing elements in the retro-
The 39-item patient satisfaction questionnaire used in thespective study such as: (i) no pre-treatment assessments of
previous retrospective study [12] had been developed on thehealth-related issues; (ii) no expectations to treatment had
basis of contemporary theory about patient satisfaction [1]been included; and (iii) on average, 10 months had elapsed
and its reliability had been systematically evaluated [13]. Thebetween the index admission and the retrospective assess-
questions were specifically related to aspects of the patients’ment, thus allowing life circumstances and health to influence
experiences in different areas and presumably reflected morethe assessment of the treatment experience.
faithfully their specific reactions and judgements than ques-A prospective study was carried out to examine: (i) which
tions that asked for general impressions and opinions wouldmedical, psychosocial, or treatment-related factors predicted
have [14]. A factor analytic approach yielded four treatment-global satisfaction with surgical treatment; (ii) to what degree
related factors that were psychometrically adequate and usedwere the findings in this prospective study consistent with
in the present study. The content of these dimensions: globalthe findings in the previous retrospective survey study and
treatment satisfaction, the quality of contact with the nursingfinally (iii) the predictors and the stability of the major
staff, the quality of contact with the medical staff, and thedeterminants of patient treatment satisfaction.
provision of adequate treatment satisfaction are detailed in
Table 2.

Methods
Treatment-expectations
This psychometrically adequate 6-item scale was derived inSubjects
the present study and was used to measure the level of patient

A large group of adult Norwegians consecutively admitted expectations (admission) and to which degree they had been
for elective surgery for various surgical diseases at a university fulfilled (discharge). The questions addressed the degree to
hospital, agreed to participate in the study (484/1158, 41.8%, which the patients expected to be cured, getting relief of
agreed to participate). There were 482 (195 women and 287 symptoms and gaining knowledge about what to do oneself
men, mean age 56.6 years) who provided adequate response. to become more healthy. They also addressed whether the
33% were employed, the mean level of education was 10 patients expected the medical and nursing staff to convey
years and 62.5% were married. The average length of the such knowledge and instructions.
hospital stay was 6.4 days (SD=5.1).

The patients were hospitalized in the departments for
Physician time and time expectationsurological, cardiac, and gastrointestinal surgery. Response
At discharge the patients recorded the number of minutes theyrates and some characteristics of the eligible population, the
had spoken with the physicians at admission and at dischargenon-responders and the study sample are shown in Table 1.
and the average daily amount of contact during their hospitalThose who declined to participate (n=674) were older,
stay. Patients made similar estimates about the optimumwere more often female, fewer were married, fewer had
amount of contact. Their unmet need for contact was estimatedcoronary heart disease, and more were discharged after ex-
as the difference between the optimal values and what they hadaminations without surgery (Table 1). The proportion of non-
recieved. Physicians time and time expectations for the threeresponders was probably related to the large number of
diagnostic groups are shown in Table 3.questions that were asked during the course of the study.

Probably the differences also indicate a lower physical and
Religious mindednessmental vitality among those who did not participate.
A 3-item scale was used at discharge from the hospital. TheThe sample was divided into a coronary group, those with
questions addressed the degree to which the patients’ internalcancer, and those with other surgical conditions. The first
belief systems had been supportive for them, whether theytwo groups represented the largest single diagnostic categories
had been searching for spiritual help and used prayer forcomprising 14.3 and 17.4% of the initial study sample re-

spectively. These categories also gave the best differentiation their health during their hospital stay.
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Table 1 Characteristics of the eligible population, the non-responders and the study sample of Norwegian surgical patients
at different time points

Study sample
Eligible Non- .............................................................................................................

population responders T11 T2 T3 T4.............................................................................................................................................................................................................................
n (Response rate) 1158 674 (58.2%) 4822 369 347 345
Male/female 647/511 358/316 287/195 225/144 216/131 212/133
(% male) (55.9) (53.1) (59.5) (61.0) (62.2) (61.4)
Age [years (SD)] 58.4 (16.5) 59.3 (17.4) 56.6 (15.1) 54.7 (15.1) 55.3 (14.9) 55.5 (14.9)
Married (%) 655 (56.6) 351 (52.1) 301 (62.5) 234 (63.5) 218 (62.9) 222 (64.2)
Coronary illness (%) 124 (10.7) 54 (8.0) 69 (14.3) 50 (13.5) 44 (12.8) 44 (12.7)
Cancer (%) 218 (18.8) 133 (19.8) 84 (17.4) 63 (17.0) 60 (17.3) 64 (18.6)
No surgery (%) 318 (27.5) 227 (33.7) 92 (19.0) 70 (19.0) 52 (14.9) 53 (15.3)
Physical functioning (SD) – – 69.3 (20.3) – 74.9 (16.2) 75.4 (18.0)
Subjective health – – 9.3 (7.3) – 6.4 (7.2) 5.7 (7.3)

1 T1, before admission to hospital; T2, at discharge from hospital; T3, 2 months after discharge from hospital; T4, 4 months after discharge
from hospital. 2Of 484 responders 482 adequately completed the questionnaires. Significant differences when comparing the non-
responders with the responders: they were older, t (1141)=2.56, P<0.05; more were female, v2 (1)=4.20, P<0.05; fewer were married,
v2 (1)=13.10, P<0.001; fewer had coronary heart disease, v2 (1)=20.30, P<0.001; and more were discharged without surgery, v2 (1)=
29.16, P<0.001.

Length of sick leave after surgeryOutcome measures
This was recorded by the patients 4 months after discharge
from hospital.Subjective health

A 9-item scale had been derived from an original set of 16 Psychological assessment instruments
items selected from the SF-36 [15]. It was completed by the

The patients completed all of the following instruments.patients before admission and 2 and 4 months after discharge
from the hospital. The items assessed how the patients

Personalityglobally judged their health and compared it with the health
The NEO-FFI [17] is an accepted 60-item measure of the fiveof others, to which degree physical and emotional symptoms
major common personality traits (neuroticism, extraversion,had caused any reduction in their daily life activities, and to
conscientiousness, agreeableness, and openness). These havewhich degree they had experienced pain. This measure was
been shown to be relatively stable over time and are thoughtnegatively scaled.
to represent traits that are largely persistent throughout
adult life [18]. Unfortunately the items representing theThe level of physical functioning
trait conscientiousness were inadvertently excluded from theA global measure of physical functioning had been con-
questionnaire.structed hypothesizing a continuous scale of physical func-

tioning from 1 to 100 where a score of 100 corresponded
Health Locus of Controlto excellent physical health. The scale has acceptable psy-
The Health Locus of Control [19] is an 18-item measurechometric properties with high inter rater reliability and high
about the expected relationship between one’s own behaviorpatient–clinician convergence (T. Sørlie, H. Sexton, R. Busund
and its consequences in health-related questions. The in-and D. Sørlie, unpublished work). The global measure of
strument has been shown to have three subscales cor-physical functioning was completed by the patients before
responding to internal control, external control and chanceadmission and 2 and 4 months following discharge from the
control. They addressed the degree to which the personhospital.
through his/her own efforts considered him or herself able
to cure and prevent health problems and having control andPsychological well-being
responsibility for his/her own health. This measure was usedFrom a set of 10 items selected from an original 32 item-
before admission and 4 months after discharge.questionnaire [16], a 7-item scale was derived from the

retrospective study. It was completed before admission and
twice after discharge. Ways of Coping Questionnaire

The factor structure of the Ways of Coping Questionnaire
had been examined in the previous retrospective study andLength of hospital stay

This was recorded by the physicians at discharge from the a 5-factor model based on 26 of the original 66 items had
been derived consisting of three passive and two active copinghospital.
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Table 2 Measures related to the experience of central aspects of the treatment situation derived from the retrospective
study [12] (n=610)

Global satisfaction with treatment (7 items) Cronbach’s a=0.69
Were you satisfied with the treatment?
Were you discharged at the appropriate time?
Were you treated incorrectly?
Was the treatment important for your illness/health problems?
Were your expectations of the medical treatment fulfilled?
Did you get necessary information about how examinations were to be done?
Did you get necessary information about the results of examinations and tests?

The quality of contact with the nursing staff (8 items) Cronbach’s a=0.88
Were the nursing staff caring?
Did the nursing staff communicate in an understandable way?
Did the nursing staff engage in you as a whole person?
Did you feel confidence in the professional skills of the nursing staff?
Did the same group of nursing staff take care of you during the hospital stay?
Did the nursing staff spend enough time speaking with you?
Did the nursing staff have adequate time for you when helping/nursing you?
Did you manage to convey to the nursing staff what was important about your condition?

The quality of contact with the medical staff (6 items) Cronbach’s a=0.82
Did the medical staff take care of you as a whole person?
Did one physician have the responsibility for you?
Did the medical staff communicate in an understandable way?
Were the medical staff available when needed?
Did the medical staff convey a caring attitude?
Did you have confidence in the professional skills of the medical staff?

Adequate treatment information (6 items) Cronbach’s a=0.79
Did you get adequate information about side-effects of medications?
Were you prepared about difficulties in the home situation after hospital treatment?
If you had difficulties, was something done to reduce the problem?
Did you get instructions about what to do yourself to improve or to prevent aggravation?
Have the medical or nursing staff spoken to you about preventive self-care and lifestyle changes?
Has the information you got during the hospital stay resulted in any changes in your life-style?

Table 3 Physician time and expected physician time in minutes at admission, daily during hospital stay, at discharge from
the hospital and combined compared in three diagnostic groups of Norwegian surgical patients (n=482)

Coronary group Cancer group Other diagnosis One-way
........................................... ........................................... ........................................... ANOVA

Physician time Mean SD Mean SD Mean SD F (2,366).............................................................................................................................................................................................................................
At admission 17.5 10.6 15.7 9.7 16.7 11.5 0.37

Daily 5.9 3.6 5.0 3.5 5.9 5.8 0.91
At discharge 12.0 8.5 9.2 6.9 8.0 6.4 7.32∗∗
Combined 35.4 15.9 29.9 15.7 30.6 16.5 2.02

Expected physician time
At admission 19.9 8.9 19.7 9.6 22.6 10.5 2.91
Daily 8.9 3.1 8.2 4.8 10.2 5.5 4.70∗
At discharge 15.5 8.1 15.4 8.5 15.4 8.2 0.00
Combined 44.3 15.9 43.3 18.1 48.2 18.6 2.40

∗∗P < 0.001; ∗P < 0.01.
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been treated operatively or had been discharged after furtherfactors (T. Sørlie and H. Sexton, unpublished work). It was
examinations without surgery.completed before admission, at discharge and 2 and 4 months

after discharge from the hospital.
Diagnosis
All of the ICD-9 diagnosis was recorded.Emotional symptoms

An 8-item scale representing a pure emotional distress factor
Severity of the illnesshad been derived from the anxiety, depression, and somatic
This was assessed on a 10-point Likert scale measure anchoreditems of the Brief Symptom Inventory [20]. It was included
from ‘minor’ to ‘extremely serious’. Similar measures werein the present study before admission and 2 and 4 months
completed about the success and the curative nature ofafter discharge from the hospital.
the treatment, the chronicity of the illness as well as any
complications and their seriousness.

Illness-related stress Table 4 presents some measurement characteristics of the
This was recorded at all time points rated on a 10-point study sample. The standard instruments (NEO-FFI and
Likert scale measure anchored from ‘minor’ to ‘extremely Health Locus of Control) are not included.
serious’.

Data analysis
Measures of habits and aspects of the life-

Associations among predictors were tested by correlatingsituation
their initial values. Except for a moderately high correlation
between emotional symptoms and neuroticism (r=0.65),The patients completed all of these measures.
between having coronary disease and the severity of the
disease (r=0.58), and between the quality of contact withDrinking behaviour
the nursing and medical staff (r=0.55), all correlations wereFor this purpose AUDIT was used [21]. It was completed
below 0.50. The possibility of colinearity effects among thesebefore admission and 4 months after discharge from the
predictor pairs was therefore included in the analysis. Thesehospital.
effects appeared to be insignificant.

Multiple regression was used to estimate how the different
Smoking habits demographic, psychological, social, medical and treatment-
One single verbally anchored five-category item assessing the related variables influenced global satisfaction with treatment
number of cigarettes smoked per day was completed before and the central treatment aspects that significantly explained
admission and 4 months after discharge from the hospital. its variance. A hierarchical relationship between the different

groups of variables was used when entering them into the
equation. Initially patients’ personal characteristics and traitsLevel of physical activity
were taken into consideration. After having adjusted for theOne single 10-point Likert scale measure extending from
influence of these factors, treatment-related factors were‘nothing’ to ‘daily’ was assessed prior to admission.
taken into consideration. Assuming that the provision of
information depended upon patient contact with the treat-Social contact
ment staff, the contact factors were entered into the equationA 4-item scale measuring how likely the patients believed it
prior to the information factor.to be that they would get necessary help if they were confined

The quality of the perceived contact with the medical staffto stay in bed over time because of illness [22] was completed and the provision of adequate treatment information were
before admission at the hospital. assessed at three time points. SAS Procedure Mixed [24] was

used to construct growth curve models of these variables in
Family interaction order to estimate their stability over time.
A 3-item scale derived from a 6-item measure [23] measuring The length of the sick leave before and the length of the
perceived respect in the relationship to the closest person, hospital stay required logarithmic transformation in order to
was assessed before admission. normalize distribution.
Note. The scales for religious mindedness, subjective health,
psychological well-being, ways of coping, emotional symp-
toms, social contact, and family interaction had been derived Results
through a factor analytic approach in the retrospective study
and showed good psychometric properties. Inter-item re- Predictors of global satisfaction with treatment at
liability was measured in this study population and is reported discharge from the hospital
in Table 4.

The variables influencing global satisfaction with treatment
are shown in Table 5.Measures of the medical aspects of the illness and

Altogether, 48.7% of the variance in global satisfactiontreatment
with treatment could be accounted for. The pre-therapy levels
of neuroticism and well-being, together explained 13.2%All of these ratings were made by the physicians at discharge

from the hospital. It was recorded whether the patients had of the variance. The remaining variance was explained by
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Table 4 Number of items, Cronbach’s a, means, SDs and range for psychosocial measures before admission (n=482) and
for measures related to the experience of treatment at discharge from hospital (n=369) in Norwegian surgical patients

Variables Items (n) Cronbach’s Mean SD Range.............................................................................................................................................................................................................................
Subjective health 9 0.85 9.30 7.29 32
Well-being 7 0.92 17.43 5.90 28
Ways of coping

Wishful thinking 6 0.78 7.62 4.97 24
Avoidance 6 0.68 9.25 4.42 24
Thinking it over 4 0.72 4.94 3.70 16
Goal oriented 5 0.70 10.99 3.71 20
Seeking support 5 0.77 8.24 4.48 20

Emotional symptoms 8 0.89 5.77 5.77 32
Illness-related stress 1 5.76 3.21 9
Social contact 4 0.77 9.73 3.26 16
Family interaction 4 0.81 10.05 4.77 20
Measures related to the experience of treatment

Treatment expectations 6 0.83 51.91 7.85 48
Quality of contact with nursing staff 8 0.88 25.56 4.72 27
Quality of contact with medical staff 6 0.75 17.51 4.06 20
Adequate treatment information 6 0.80 11.12 5.28 24
Religious mindedness 3 0.78 3.21 3.06 12
Global satisfaction with treatment 7 0.72 18.32 4.17 26

Table 5 Predictors of global satisfaction with treatment in Norwegian surgical patients at discharge from hospital (n=369)

Predictors b1 SD2 Beta2 t P 3DR2

.............................................................................................................................................................................................................................

Neuroticism −0.084 0.029 −0.109 −2.876 0.004 0.069
Well-being 0.092 0.027 0.132 3.413 0.001 0.063
Quality of contact with nursing staff 0.256 0.038 0.290 6.660 0.000 0.238
Quality of contact with medical staff 0.166 0.046 0.162 3.604 0.000 0.046
Adequate treatment information 0.243 0.036 0.272 6.782 0.000 0.058
Need for more physician time −0.521 0.158 0.120 −3.285 0.001 0.013
Sum R2 0.487

1b is the unstandardized regression coefficient. 2Beta is the standardized regression coefficient. 3DR2 is the explained variance.

treatment-related variables: the perceived quality in the contact expectations explained the remaining 4%. Neuroticism and
with the nursing staff (23.8%), the quality in contact with the severity of illness negatively influenced the quality of
the medical staff (4.6%), the degree to which adequate contact.
treatment information had been provided (5.8%), and the
need for more time spent with physicians during hospital Predictors of the perceived quality of contact
stay (1.3%). It is noteworthy that neither age, sex, severity with the medical staff
of the disease or expectations to treatment significantly

The variables influencing the perceived quality of contactinfluenced the global satisfaction.
with the medical staff are presented in Table 7. Six variables
accounted for 14.8% of the variance. The pre-therapy levelPredictors of the perceived quality of contact
of neuroticism and extroversion together explained 5.1% ofwith the nursing staff
the variance. Neuroticism negatively influenced the quality

The variables influencing the perceived quality of contact of contact. Age and belonging to the coronary group explained
with the nursing staff are presented in Table 6. Only 7.7% an additional 6.1% of the variance, while the pretherapy level
of the total variance could be accounted for with the pre- of the expectations to treatment and the degree to which the
therapy levels of neuroticism and extroversion together ex- treatment was judged as successful explained the remaining

3.6%.plaining 3.7% while the severity of illness and the pre-therapy
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Table 6 Predictors of the perceived quality of contact with the nursing staff in Norwegian surgical patients at discharge
from hospital (n=369)

Predictors b1 SD2 Beta2 t P 3DR2

.............................................................................................................................................................................................................................
Extroversion 0.114 0.057 0.099 1.987 0.048 0.025
Neuroticism −0.105 0.042 −0.121 −2.475 0.014 0.012
Severity of illness −0.153 0.066 −0.122 −2.317 0.021 0.016
Expectations of treatment 0.099 0.030 0.161 3.257 0.001 0.024
Sum R2 0.077

For footnotes see Table 5.

Table 7 Predictors of the perceived quality of contact with the medical staff in Norwegian surgical patients at discharge
from hospital (n=369)

Predictors b1 SD2 Beta2 t P 3DR2

.............................................................................................................................................................................................................................
Age 0.050 0.013 0.188 3.985 0.000 0.043
Extroversion 0.120 0.048 0.122 2.552 0.048 0.034
Neuroticism −0.102 0.035 −0.138 −2.916 0.004 0.017
Coronary illness 1.106 0.560 0.095 1.975 0.049 0.018
Expectations of treatment 0.087 0.025 0.165 3.430 0.001 0.027
Successful treatment 0.181 0.087 0.099 2.089 0.037 0.009
Sum R2 0.148

For footnotes see Table 5.

Table 8 Predictors of provision of adequate treatment information in Norwegian surgical patients at discharge from hospital
(n=369)

Predictors b1 SD2 Beta2 t P 3DR2

.............................................................................................................................................................................................................................
Health Locus of Control-internal 0.108 0.037 0.120 2.901 0.004 0.038
Seeking support 0.097 0.043 0.093 2.276 0.023 0.014
Coronary illness 2.611 0.582 0.193 4.485 0.000 0.060
Degree of chronicity −0.099 0.045 −0.093 −2.214 0.027 0.012
Being married or cohabiting 0.294 0.131 0.093 2.281 0.023 0.008
Quality of contact with nursing staff 0.250 0.048 0.253 5.213 0.000 0.141
Quality of contact with medical staff 0.261 0.057 0.227 4.619 0.000 0.038
Operated or not 1.616 0.526 0.128 3.070 0.002 0.015
Sum R2 0.326

For footnotes see Table 5.

Predictors of provision of adequate treatment Three treatment-related variables accounted for the re-
maining 19.4%: the experienced quality of the contact withinformation
the nursing staff (14.1%), the experienced quality of contact

The variables influencing provision of adequate treatment
with the medical staff (3.8%), and whether or not the patient

information are presented in Table 8. Eight variables ac-
had been operated upon (1.5%).

counted for 32.6% of the variance. The pre-therapy level of
internal health locus of control and the coping strategy Predictors of the instability of the perceived
‘seeking support’ explained 5.2%. Belonging to the coronary contact with the medical staff and of the
group and the degree to which the illness was judged as provision of adequate treatment information
chronic explained 7.2% of the variance with the latter neg-
atively influencing the provision of information. Being mar- The rate of change in the perceived quality of contact with

the medical staff was positively predicted if the patients hadried or cohabiting (living alone as reference category)
explained an additional 0.8%. coronary disease (t (1098)=5.36, P<0.0001). The rate of
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change in the perceived provision of adequate treatment with almost all of the predictors being related to patient
information was positively predicted by the passage of time characteristics. Extroversion, neuroticism and the severity of
(t (1121)=3.36, P<0.001) and negatively by the perceived illness predicted contact with nurses while age, extroversion,
quality of contact with the nursing staff at discharge from neuroticism and coronary illness predicted contact with the
the hospital (t (1121)=–3.05, P<0.01). physicians (Tables 6 and 7). The respectively positive and

negative influence of extroversion and neuroticism upon
perceived contact with others has been documented earlier.

Discussion In the study of Geerts and Bouhuys [26] in which non-verbal
interpersonal interactions were studied, patients’ support-

This prospective study of patient treatment satisfaction seeking and interviewers’ support-giving was positively related
included the major medical aspects of the illness and to patient extroversion and negatively related to patient
its treatment along with a variety of the psychosocial neuroticism.
characteristics of the patients, and their experience of the The negative influence of the severity of illness upon the
treatment situation as possible predictors. It had been perceived quality of contact with the nursing staff might
preceded by a retrospective study using essentially the partially reflect unmet expectations for relief among the most
same measures, thus making it possible to compare severely ill patients whereas the positive influence of age
satisfaction with surgical treatment measured retrospectively upon the perceived quality of contact with the medical staff
and prospectively. may reflect different attitudes towards medial authority in

older and younger people.
Factors influencing treatment satisfaction (Table The positive influence of coronary illness upon contact
5) and a comparison of prospective and with the medical staff probably reflects that these patients
retrospective measurements received more physician time during their hospital stay,

especially at discharge from the hospital, than patients withinAbout one-half of the treatment satisfaction was predicted
other diagnostic groups (Table 3).prospectively and one-third retrospectively [12]. Together the

Positive treatment expectations predicted better contactperceived quality of contact with the nursing and medical
both with the nursing and medical staff. Patients expectingstaff were the strongest predictors in both designs and
less cure, less relief as well as less information and instructionsexplained 28% prospectively versus 25% retrospectively of
are probably less motivated to interact with the staff which,the total variance. These measures were predominantly qual-
in turn, may limit the perceived quality of contact.itative in content (Table 2). This is consistent with the study

There was an association between the patients’ experienceof Barlett et al. [8] who found that the quality of the
of contact with the medical staff and the degree to whichinterpersonal skills of the physicians influenced patients’
the physicians considered the treatment as successful. It maysatisfaction and recall more than did the quantity of teaching
be that physicians engage more easily with patients who canand instructions.
be helped medically, and thus improve the physician–patientTreatment satisfaction was influenced more by adequate
contact. On the other hand, patients who recover moretreatment information prospectively than retrospectively (6

versus 1%). The average time from the index admission and physically may tend to have better memories of the re-
the assessment in the retrospective study was 10 months lationship with their physicians.
which probably accounts for this difference as the diversity of The positive change over time in the coronary patients’
the treatment experience would be more clearly remembered perception of their contact with the medical staff may again
when the assessment is carried out closer to the time of its reflect that physicians had more post-operative contact with
experience. Besides, the quality of a human interaction may these patients than with the other diagnostic groups (Table
be more recollected over time than its informational content. 3). The association may also reflect that those who recover

That the characteristics of the patients accounted for only more over time (coronary patients) have better memories of
13% versus 10% of the variance in treatment satisfaction in the doctor–patient relationship than those belonging to other
the two studies would seem to indicate how strongly treatment diagnostic groups.
satisfaction is related to the interpersonal skills of the staff. As little of the variance in the contact dimensions could

In contrast with the findings of Aseltine et al. [25] in which be explained by the patient-related factors, it is likely that
post-treatment status contributed as much to retrospective much depends upon the characteristics of the staff, the
assessments of change as did prospectively measured change, treatment system and the situation. These aspects had not
only 4% of the treatment satisfaction was related to the post- been the major focus of this study and certainly warrant
treatment status (subjective health) of the patient in the more detailed investigation.
retrospective study [12]. This finding provides some validity Several items in the contact measures were associated with
to retrospective patient satisfaction surveys. the availability of time (Table 2) and their assessment probably

reflected the patient load, the size of the staff, how the work
Factors influencing the contact with the nursing was organized, the ward atmosphere, and the attitudes towards
and medical staff (Tables 6 and 7) interpersonal and technical aspects of surgical care. Other

items were specifically related to skills (Table 2). These aspectsOnly 8% and 15% in the quality of the contact with the
nursing and medical staff respectively could be explained were probably more related to characteristics of the individual

38



Predictors of satisfaction

staff member: their training and experience as well as their contact with the nursing staff became less prominent. Prob-
ably this reflects more post-operative contact with physicianspersonality and interpersonal style. This also provides a
and limited contact with nurses in the follow-up period.possibility to improve the patients’ contact with the treatment

staff and should be explored further.

Factors influencing the provision of adequate Conclusion
treatment information (Table 8)

Patient satisfaction appears to be multifactorially determined
This factor was related to the characteristics of the patients,

and strongly influenced by the perceived quality of contact
their illness, their life situation and treatment-related factors with the nursing and medical staff, thus underlining the
which together predicted one-third of the variance (Table 8). importance with which patients viewed the interpersonal

Internal Health Locus of Control (self-mastery) and use aspects of their care. Specific questions related to aspects of
of the coping strategy ‘seeking support’ are both associated the patients’ treatment experiences appear to be crucial in
with information-seeking activity and, not unexpectedly, pre- reflecting their reactions and allow for the retrospective
dicted receiving adequate treatment information. The same investigation of treatment satisfaction.
was true of coronary illness presumably due to more thorough Only a small part of the variance in the experienced quality
pre- and post-operative examinations and information than of the contact with the nursing and medical staff could be
was associated with the other diagnostic groups (Table 3). accounted for. Almost all of this was related to the char-
The negative influence of the degree of chronicity of illness acteristics of the patients. The remaining variance is probably
upon treatment information might indicate less contact seek- strongly related to the interpersonal skills of the staff and
ing behavior among the more chronically ill and/or less the treatment system. These need further study and could
treatment optimism among the treatment staff. well contribute to improving the relationship of caregivers

Compared with living alone, being married or cohabiting with their patients.
predicted better treatment information. The partner may The experienced quality of contact with the nursing staff
provide informational support through discussions and cla- appeared as the major determinant of patients’ reception of
rifications of information/instructions the patient may have adequate information of their condition and its treatment.
received during the hospital stay and of shared information This emphasizes the importance the role the nursing staff play,
– suggestions that the partner may make regarding ways not only as caregivers but also as providers of information,
the patient can cope with a variety of recovery tasks, and including highly relevant medical information. The degree to
preparation for challenges in the home situation [27]. In the which this role is recognized and taken advantage of may
study of Ward et al. [28] involving cancer patients receiving vary considerably across surgical departments.
chemotherapy, a positive correlation was found between the
amount of communication and the patient’s self-esteem in a
situation where the patient and a significant other participated Acknowledgements
together. When only the patient received the information,
there was an inverse correlation between communication and The study received financial support from the Norwegian
self-esteem. Medical Association.

The nature of the items comprising the information factor
(Table 2) is of a specific character and requires individualized
answers. This probably accounts for some of the association
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