EXEMPLAR CHAPTERS

CHAPTER 8

SURVEYS, SAMPLES AND QUESTIONS:
CONSUMER SATISFACTION WITH
THE NHS

Cohen, Geoft, Forbes, John and Garraway, Michael (1996) ‘Can

different patient satisfaction survey methods yield consistent
results? Comparison of three surveys’, British Medical Journal,
313: 8414

What you need to understand in order to understand
the exemplar

The idea of representative sampling and ways of selecting
representative samples.
See Chapter 10, section 1

Age-welghting and re-weighting.
See Chapter 11, sections 1 and 2

The importance of an adequate sample size for a survey.
See Chapter 10, sections 6 and 7

Survey non-response and ways of managing it.
See Chapter 10, section 8

Testing the results of surveys for statistical significance.
See Chapter 7, sections 1 and 2

The importance of reliability in survey research.
See Chapter 10, section 14

For any terms which are unfamiliar, try the index.

Introduction

Three surveys produce different results for similar populations for
much the same topics. Is this because the populations questioned were
really more different than they seemed, due to the surveys drawing
samples differently, or due to the surveys using different questions
administered in different ways? These are the possibilities investigated

EXEMPLAR



[0 Evaluating Research in Health and Social Care Surveys, samples and questions |

do with being encouraged and given time to ask questions and being listened to by

by Geoff Cohen, John Forbes and Michael Garraway in the exemplar
reading for this chapter, which concerns two runs of the all-Scotland
NHS Users” Survey and another NHS consumer survey in Lothian.

The exemplar illustrates some of the manoeuvres involved in validat-
Ing research instruments: here questionnaires. The results of using
one questionnaire are compared with the results of using another.
Although they use the term ‘reliability’, what the authors do is akin
to the idea of testing for criterion validity as explained in Chapter 6,
section 7. As noted there, it is often very difficult to distinguish
between the idea of reliability and the idea of validity.

The study also illustrates how survey researchers investigate the
structure of non-response, and hence estimate the extent to which a
sample deviates from representativeness, and it shows the way in
which what look like minor differences in question wording and ways
of administering questionnaires can make large differences to the
results.

The reading is particularly pertinent at a time when central govern-
ment has initiated annual consumer satisfaction questionnaires
to monitor the performance of NHS agencies. Readers might like to
consider to what extent the choice of wording in a questionnaire might
determine an NHS Trust’s position in a performance league table,
independently of how well it catered for its patients.

CAN DIFFERENT PATIENT SATISFACTION
SURVEY METHODS YIELD CONSISTENT
RESULTS? COMPARISON OF THREE SURVEYS

Geoff Cohen, John Forbes and Michael Garraway

Abstract
Objective: To examine the consistency of survey estimates of patient satisfaction

with inter-personal aspects of hospital experience.

doctors there was substantial disagreement.

Conclusions: Evidence regarding levels of patient dissatisfaction from national
or local surveys should be calibrated against evidence from other surveys to
improve reliability. Some important aspects of patient satisfaction seem to have
been reliably estimated by surveys of all Scottish NHS users commissioned by the

Management executive, but certain questions may have underestimated the extent
of dissatisfaction, possibly as a result of choice of wording.

Introduction

NHS. reforms have increased pressure on health care providers and purchasers to
monrtor pattent satisfaction. Though there are many processes by which patients’
views can be explored and brought to bear on improving health care,'? there has
been disenchantment with structured questionnaire surveys as appropriate instru-
ments. Not only are the problems of ensuring adequate coverage, a high response
and reliable questions often addressed inadequately’ but the patient chpulations:
surveyed may be far too heterogeneous to generate information relevant to the
needs of specific client groups.* Despite these reservations it seems likely that
.structured questionnaires will continue to be used in the health sector as a fairly
Inexpensive way of eliciting opinions, views, and preferences of patients and the
general public.

Patient satisfaction surveys often report remarkably high levels of contentment
or satisfaction with health services. For some components of care this may indeed
be a valid reflection of patient views and not simply an artefact of survey design and
conduct. However, it has long been acknowledged that the wording and presenta-
tion of questions may influence responses.” We examined consistency among three
patient satisfaction surveys. We considered a repeated interview survey of the
population of all users of the NHS in Scotland and a postal survey of the general
adult population of one Scottish region. Both surveys were wide ranging but we

chose to deal only with questions on the experience of hospital patients in relation
to communication of information, personal treatment by staff, and the degree to

which they felt involved in their care. These components of care have repeatedly
been evaluated as extremely important by patients.t®

Populations and methods

Design: Interview and postal surveys, evidence from three independent popula-

tion surveys being compared.

Setting: Scotland and Lothian.
Subjects: Randomly selected members of the general adult population who had

received hospital care in the past 12 months.
Main outcome measures: Percentages of respondents dissatisfied with aspects

of patient care.

Results: For items covering respect for privacy, treatment with dignity, sensitiv-
ity to feelings, treatment as an individual, and clear explanation of care there was
good agreement among the surveys despite differences in wording. But for items to

Survey design

In 1992 the management executive of the NHS in Scotland commissioned a
Population survey of NHS users’ experiences.®' Topics included waiting times,
information given to patients, involvement of patients in decisions about their care.
and treatment of patients as individuals. Though maternity, community and general
practiFioner services were covered, this paper is concerned only with respondents’
€Xperiences as inpatients or day cases, outpatients, or accident and emergency
cases. A random sample of 2539 adults was selected from the postcode address file
In a three stage design with stratification of primary sampling units (enumeration
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districts) by health board, population density, and social class profile. Respondents
were interviewed for about 30 minutes on average.

The survey was repeated in 1994 using the same design and questionnaire.'' A
random sample of 2643 adults was selected with booster samples of users of
accident and emergency and maternity services selected by quota sampling.

In 1993 Lothian Health, the health purchasing authority for Lothian region in
south-east Scotland, commissioned a general population health survey.'? One objec-
tive was to examine selected aspects of patient satisfaction with hospital experience.
The sampling frame was the community health index, a centrally held file on all
Lothian residents registered with a general practitioner. A non-proportional sampling
design was used, with equal sized random samples taken from the age groups
|6—44, 4564, 65—74 and 75 years and over. Just under 10,000 postal questionnaires
were despatched in May 1993.

Here we consider only respondents who said they had been in hospital in the
past year as an inpatient, day case, outpatient, or emergency case. There were 2569
such respondents in the Lothian survey, 1187 in the 1992 users’ survey, and 1498 in

the 1994 survey.

Or not applicable’ response, and these are included

L , In the denomij
dissatisfaction rates. Minators of the

Analysis

The Lothian sample was deliberately designed to represent older age

disproportionately; hence for estimating overall population percenta ges igtmups
necessary to reweight the age specific sample estimates. Three age weigfiin S ere
c?mpared: the 1992 age distribution of non-psychiatric, non-obstetric ﬁowérel
dlsch'arge_as in Lothian and the {992 age distributions of people who had prlta
hosplta'l Inpatients the previous year or had visited outpatient or casualty de e
ments in the previous three months as reported by the British general h);useii;‘;

Choice and style of guestions

:‘. Response rates were 76% in the 1992 users’ survey, 80
3 | and 78% (6212/7976) in the Lothian surve

groups, and in the (994 survey men
obtained lower response rates in

NHS users’ survey included a series of similar modules on ‘information’, ‘involve-
ment’, and ‘treatment as an individual’ referring to respondents’ most recent
experience of each category of service. The information module contained a card
with a set of negative statements, such as ‘l was not given enough information’ and
| was not encouraged to ask questions’, and the interviewer asked: ‘Thinking about
the information you were given at the hospital, did any of these things happen at
your visit! Respondents were then asked to indicate the seriousness of any
problem identified (on a five point scale) and, finally, asked how satisfied or
dissatisfied they were overall with the amount of information they had been given.
The involvement module included such negative statements as ‘I was not encour
aged to get involved in the decisions about my treatment, ‘Nobody listened to what
| had to say, and ‘There was not enough time for me to be involved’ The module on
treatment as an individual had statements such as ‘My privacy was not respected’
and "The staff were insensitive to my feelings’ and also included the neutral question,
'Did you feel you were treated as an individual or just another case?

Of the 17 negative statements in the three modules, 13 were of similar if not
identical content with questions in the Lothian survey. However, the Lothian

7% in the 1994 ysers’ survey
Y. Response was lower in the younger age
were underrepresented; the Lothian survey
the poorer wards of the region. However, after

Inpatient and

‘ the findings of the general household
survey and with statistics compiled by the Scottish morbidity record schemes. '

Thus there was i -
No evidence of differential res i
- onse according t italisati
experience. P g to hospitalisation

| ificant differences in
patient or day case, outpatient, and accident and

urveys, and the changes between 1992 and 1994
cant. Table | therefore presents pooled resuits for

emergency users in the Scottish s

. and closely similar
Ple, the Lothian items ‘You were given enough time to

as ' ’ ‘
d-k ql:JEStICErnS about your treatment’ and Doctors who have no time to listen’ had
Issatisfaction rates of 12.8% and 12.2%;

questions consisted of two distinct sets of positive and negative statements. Positive
statements were preceded by "Thinking generally about your experience in hospital
in the last year, please tell us if you agree or disagree with the statements below’
and included statements like “Your privacy was respected, ‘Staff were sensitive to
your feelings, and “You were encouraged to ask questions about your treatment’
Negative statements were preceded by ‘The National Health Service in Scotland
published a booklet called Framework for Action. They listed some of the things that
upset patients. In your experience of hospitals in Lothian are any of these things a
cause of concern?” Among the negative items were ‘Doctors who have no time to

listen’, ‘Doctors who ignore what you say’, and ‘Feeling you are seen as a medical
condition, not as a whole person.” All the Lothian questions allowed a ‘don’t know

the average of these was '
o | , compared with
average of the two Scottish users survey items ‘Not enough time was made

avai ( ' '
ailable’ (in the information module) and ‘There was not enough time for me to

be involved® (in the _ |
and 4150 (in the involvement module), which had dissatisfaction rates of 3.7%

NHS users’ survey has been
onal subsamples with hospital
d the raw data for the Lothian
Results were generally similar to thase of

eXperience was rather small. However, we obtaine
subsamples of the NHS users’ surveys,
the whole Scottish sample (Table ).
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Table 1 Patient dissatisfaction rates in three population surveys. Values are age
weighted percentages of respondents’

Lothian NHS Lothian

health users’ subsample of Management executive of the
Statement | survey  surveys NHS users’ it was reported that ‘nearly 9 '::15(;? 'Sgc;::::lw:re faVOL'jrablE. ﬁ-\fter both surveys
no. Aspect of patient care (1993) (1992-4) surveys’ information they were given’, though ’ er‘e catisfied with the amount of
| Res p L 34 > 7 P were rather less satisfiod tha}l gh users of acc!dent and emergency services
pect for patients privacy . : : users of other services.'%!! A similar picture
9 Respect for patients’ dignity 39 30 48 painted of users’ views on Involvement and choice and treatme P' e
3 Sensitivity to patients’ feelings 6.3 5.2 7.2 After the 1994 survey the management executive asked heal hn:::) e ncvidual
4 Treated as a individual or whole person 9.0 5.7 8.8 plans for Improving those aspects of health services ; eha- th cards to develop
5 Treated like a child and patronised 10.6 § § identified and suggested that boards and trust . h'“ w Ich a2 need had been
6 Clear explanation of care or enough 8.7 7.1 6.4 surveys using the same aquest ) S Mmight wish to carry out local
formation Lothian survey <h questionnaire.”” However, our comparisons with the
. Understanding of what doctor is saying 6.4 5 4 " 6 et d)t S ow thét some elements of this questionnaire lead to notably lower
8 Encouraged to ask questions* 23.9 5.6 4.2 1ates of dissatisfaction than alternative question wordings. Though the use of
9 Given time to ask questions or be 12.5 3.9 3.1 CO'TSI?tem tool is ecessary to investigate change in quality of service o S
volved* var_ratron across different geographical areas. the instrument chosen r; Ltln?e or
10 Listened to by doctors or stafft 12.5 3.2 2.3 of its wording tend to highlight some areas of need at the e CC;U 7 i
| | Explanation of right to second opinion 22.1 § § It seems implausible that differential non-response b o otmers.
W) Not knowing whom to ask about options 7.5 § § larger differences in satisfaction between the P las could account for the
13 Not given any choices about treatment § 6.4 5.8 factor most highly associated with on-res Gns,:l:jr;eysr; Age was the demographic
Sample sizeT 2058 2685 310 of dissatisfaction is necessary in order t i e ourveys. Ifa greater degree

than an older per X | o Fersuade 4 younger person to respond
person, then this could partially account for the similar association

be : . .
tween age and satisfaction observed in both surveys. On this hypothesis non

respo ‘
; P .ndents In each survey would, on average, be both younger and more
Issatisfied than respondents, but there seems little reason

* Differences between Lothian health survey and NHS users’ surveys significant at P << 0.01.

T See text.
* Figures relate to 1992 for first four rows and 1992 and 1994 combined for remaining rows.

’No exactly corresponding question in survey.
1 Sample size for Lothian survey was average number of subjects who answered these gues-

tions (including ‘don’t know or not applicable’ responses). Sample size for NHS users’ surveys
was sum of inpatient, day case, outpatient, and accident and emergency samples from 1992

for the larger diffe i :
and 1994 8 rences in Table I. More Important, the use of weighting by age

‘an.d S?X s likely to remove a good part of the bias due to demographic facto

Is indicated by the good agreement with external measures of hospital il ’is: N
users’ surveys. For survey items concerned with respect for patients’ privacy and pital utllisation.
dignity levels of patient dissatisfaction were both low (<<5%) and in close agree-
ment. Slightly more dissatisfaction was expressed about sensitivity to patients’
feelings and whether a clear explanation of care was offered, but again there was
very close agreement across the surveys.

The greatest differences between the surveys emerged in relation to communica-
tion between patient and doctor. There was large (threefold to fourfold) and
statistically significant disagreement on levels of dissatisfaction with being encour-
aged and given time to ask guestions, being listened to by doctors, and under-
standing what the doctor was saying. Nearly one-quarter of respondents in the
Lothian health survey expressed dissatisfaction with being encouraged to ask
questions compared with only 6% in the NHS users’ surveys.

Responses may vary with approach

The iki i
o most dstrlkmg area of disagreement was in résponse to the items abouyt being
our '
e aged to ask questions. Whereas only 5.6% of respondents in the Scottish
Surveys agreed with the statement ‘I was not encouraged to ask questions’

23.9% i i
o of the Lothian respondents disagreed with the statement ‘You were encour-

aged to ask questions abo
Ut your treatment. Thus substanti : .
can be obtained tantially different conclusions

. .
Ccounted for these contrasting results. For example

‘ , IN response to the
| was not éncouraged to get involved ’ >atement

Discussion -
In decisions about my treatment’ 6.4% of the

The Scottish surveys of all NHS users were explicitly designed to give quality
assurance with regard to the undertakings in the patient’s charter.'®'' Among the
promises relevant to this paper were (ag) that patients would be given accurate,
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Another reason for the apparently lower levels of dissatisfaction detected in the
Scottish users’ surveys could be a greater reluctance on the part of patients to
express negative attitudes openly in a face to face interview. The users’ survey
interview entailed showing a card with a series of negative statements and asking
the interviewee if any of these things happened during his or her last hospital visit.
It would be quick, easy and non-confrontational for the respondent in such a
situation just to say ‘no’ to the whole card and get on with the next question. That
the interviewer's schedule had the instruction ‘Multicode OK’ might also tend to
encourage the interviewer to pass oOf quite quickly unless the respondent had

definite feelings about a negative item.

Surveys, samples and questions

8 Williams §j, C
, La ,
SatiSfactignJa Inan M. Ccmva:rgence and divergence; assessing criteria of consumer
cross general practice, dental and hospital care settings. Soc Sci Med 1991; 33:
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9 C ink:
apewell 3. What users think: a survey of NHS users in Scotland in 1992. Health Bull 1994:
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Several items in both surveys asked if patients thought they had been given
enough time to ask questions or be involved in their treatment. Again the levels of
agreement with the negative tems in the Scottish survey were notably lower than
the levels of disagreement with the positive items in the Lothian survey.

However. in the case of items concerning respect for privacy, treatment with
dignity, and sensitivity to feelings levels of dissatisfaction were very similar in the
two surveys despite the contrasting use of positive and negative statements. Though
this makes less persuasive the arguments .dvanced above, there is no reason why
agreement with negative statements and disagreement with positive statements
should always produce different results irrespective of the content. The sensitivity
of dissatisfaction rates to question wording may quite plausibly vary according to
the content of the question. Arguably the good agreement on these particular
questions supports the conclusion that the estimated levels of satisfaction with
these aspects of patient experience are reliable. But it is clear that taken together
our results are open to different interpretation and further research would be

-

What you might do now

Compare the use of
questionnaire surveys for
collecting data about

people's experience and
opinions with the use of
loosely structured
interviews by reading the
exemplar in Chapter 12

required to settle the matter.
In conclusion, it is worth emphasising that there is no ‘gold standard’ measure of

patient <atisfaction.'s But this study suggests that it Is possibly easier to frame

reliable questions on respect for patients’ privacy, dignity, and feelings than Carry out a more ﬁ

questions concerning communication of information or involvement in care. Over- systematic appraisal of Consolidate what you

reliance on negative statements to elicit "formation about users’ perceptions and fhe St“_d)’ using <; What you might ?::e IeaLnEd ab?Ut

views may provide a misleading picture and poor foundation for informing policy S?:f: tf?: IE‘G Ai'.k BL;:’ > do now > Ch:;::" rorzij;r;g" follow

directed at improving the quality of care. chic bZok art 4o up the further reading
@ cited there

Find some survey research
of interest to you using the
Appendix to this book, and
appraise it using ‘Questions
to Ask about Surveys’ in Part
4 of this book
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