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Abstract
Objectives - To measure satisfaction with
medical visits in various health care
settings and to assess the extent to which
differences in satisfaction scores between
health care settings can be attributed to
patients' characteristics.
Design - This was a cross sectional survey
to measure seven dimensions of patient
satisfaction.
Settings - Ambulatory visits to 'gatekeep-
ers' or specialists in a newly established
managed care organisation, a private
group practice, or a university hospital
outpatient clinic in Geneva, Switzerland.
Patients - There were altogether 1027
adult patients (81% participation rate).
Results - Patients who consulted physi-
cians in the private group practice re-
ported higher levels of satisfaction (over-
all mean 83.2 on a scale between 0 and 100)
than university clinic patients (79.7), pa-
tients of independent specialists within
the managed plan (78.5), and patients of
managed plan gatekeepers (69.8, inter-
group differences p < 0.001). Differences
between settings were reduced after ad-
justment for sex, age, country of origin,
general practitioner versus specialist visit,
and scheduled versus urgent visit (ad-
justed scores: 80.8, 78.8, 77.6, and 72.7 in
the four settings, p < 0.001). Intergroup
differences were largest for general satis-
faction, but small and non-significant for
satisfaction with explanations given by the
physician and for time spent with the
patient.
Conclusions - Patient satisfaction varied
widely between health care settings. Dif-
ferences in satisfaction ratings could be
ascribed only partly to disparities in
patient populations. Patients of managed
plan gatekeepers were least satisfied, pre-
sumably because they could not choose
their physician freely. Comparison of
patient satisfaction across health care set-
tings can provide a basis for targeted
quality improvement initiatives.
(3 Epidemiol Community Health 1996;50:463-468)

The organisation and delivery of health serv-
ices is becoming increasingly diversified in
many countries. For example, in the United
Kingdom, recent trends favour the private sec-

torl and independent budget holding by physi-
cians within the National Health Service;2 in
the United States, the array of managed care
options alone defies classification;3 in Switzer-
land, patients can seek care in solo private
practice, group practice, teaching hospital clin-
ics, and more recently in managed care clinics.
Can patients tell the difference? The ques-

tion is important, as patient satisfaction is
increasingly used to evaluate the quality of
health services.4 5 Patient satisfaction is at the
same time a goal in itself, an indicator of the
quality of care as perceived by the patient, and
a predictor of future patient behaviour, such as
compliance with treatment or change of
provider."' In addition, patient satisfaction
reflects the patient's characteristics and expec-
tations," 1 which are not related to quality of
care and may confound comparisons of
competing health care settings.

Several studies conducted in the United
States have compared patient satisfaction in
managed care plans versus privately estab-
lished providers," 13-16 and solo practices versus
multi-specialty group practices.'1 Because pa-
tient satisfaction ratings depend on cultural
norms, these results may not be generalisable
to other countries. Furthermore, none of these
studies compared non-teaching practices with
outpatient clinics of teaching hospitals. In this
study, conducted in Switzerland, we compared
satisfaction ratings of patients who consulted a
physician in a newly established managed care
plan, a private group practice, and a university
hospital outpatient clinic. We also examined if
and to what extent differences in satisfaction
ratings between these three settings could be
attributed to differences in patient or visit
characteristics.

Methods
STUDY SETTINGS
This study was based on mailed surveys sent to
patients who consulted in four health care
delivery settings in Geneva, Switzerland. Study
procedures were approved by the Ethics
Committee at the Geneva University Hospital.
The settings were:
(a) Clinic run by a newly established managed
care organisation. Young general internal
medicine practitioners (gatekeepers), hired on
a salary, provided primary care to plan
members and controlled access to specialised
and hospital care.
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Table 1 Description and properties of the satisfaction survey instrument, Geneva, Switzerland, 1993 and 1994

Dimension ofsatisfaction Mean (SD) Cronbach a Abbreviated item (source reference)
General satisfaction 73.4 (24.9) 0.82 I am very satisfied with care9

Care was almost perfect9
Access to care 68.2 (21.1) 0.44 Getting appointment was difficult9

17
Site of care easy to get to
I had to wait a long time9

Reception staff 80.0 (22.8) - Reception staff friendly and courteous
Physician-relation 81.3 (18.7) 0.81 Physician treated me with respect9

I fully trust the physician (no source ref)
Physician did his beast to reassure me

Physician-time spent 76.7 (20.4) 0.65 Physician spent a lot of time with me'4
Physician took time to listen

Physician -explanations 79.1 (20.9) 0.70 Physician explained why he ordered tests9
Physician explained what to expect

Physician-technical 75.0 (19.9) 0.66 Physician was very competent9
Physician was very thorough
Physician avoided unnecessary care9

(b) Independent specialists who provided care
to patients referred by the managed care
organisation gatekeepers. The specialists were
paid on a fee-for-service basis. The managed
care organisation worked with any willing pro-
vider.
(c) Private multispecialty group practice, in
which physicians were paid on a fee-for-service
basis.
(d) University hospital internal medicine
clinic, attended by medical residents on a
salary.

SAMPLING AND DATA COLLECTION
The study population consisted of French
speaking Geneva residents who were > 16
years old at the time of the index visit. At each
site, a list of patients was obtained from the
provider's records. Patients were contacted by
mail, about one month after the visit took
place. Non-respondents were sent up to four
reminders. Data collection took place at two
different times (October-November 1993 or
April-May 1994), depending on the site. Of
1339 names received from the providers, 1293
fulfilled eligibility criteria (the remaining 46
persons had left Geneva, were entered twice
into the list, did not speak French, or claimed
not to have had a visit with the specified
provider), and 1043 (81% of eligibles) re-
sponded to the survey. Response rates ranged
between 78% to 84% in relation to the
provider group. Sixteen respondents were
excluded because they were less than 16 years
old, leaving 1027 persons for this analysis.

OUTCOME VARIABLES
Patient satisfaction was assessed using a 16
item questionnaire derived from previously
published instruments9 14 17 18 (table 1). Seven
dimensions of patient satisfaction were meas-
ured, using one to three items each. Each
statement was followed by five response
options ranging from 'strongly agree' to
'strongly disagree'. Global scores ranging from
0 (lowest level of satisfaction) to 100 (highest)
were computed for each dimension. A score
was given as missing if more than half of its
items were missing. Respondents were also
invited to provide open ended comments.

Value laden (positive or negative) statements
were classified as pertaining to care in general,
to the physician, and to the organisation or
access to care; a last category included neutral
comments.

PROPERTIES OF THE SATISFACTION SURVEY
INSTRUMENT
Scores for independent dimensions of patient
satisfaction were computed whenever one half
or more of relevant items had valid responses.
Missing scores occurred for 0.6-1.7% respond-
ents for 6 of 7 independent dimensions, and for
5.0% respondents for the dimension
physician-explanations (perhaps because 'phy-
sician explained why he ordered tests' did not
apply to everyone). All 7 dimension scores
were available for 950 (92.8%) respondents.
The Cronbach a (internal consistency) coef-
ficient was 0.90 for the total 16 item scale and
was sufficient for group comparisons for all
subscales except access to care (table 1).
Internal consistency may be low when items in
a given scale do not measure the same concept,
which is the case for the access items (ease of
getting an appointment, physical accessibility,
and waiting time). These coefficients compare
favourably with those of the instrument9 from
which most of our items were adapted. Factor
analysis followed by varimax rotation"9 of the
principal components identified two factors
which accounted for 53% of total variance
(each factor is a linear combination of the 16
item scores, and the 'loadings' indicate how
strongly each item contributes to a given
factor). Items related to general satisfaction
and to physician attributes had high loadings
on the first factor, while items pertaining to
access to care had high loadings on the second
factor; the 'reception staff' item had about
equal loadings in each factor. Thus factor
analysis suggested that access to care and the
process of care are distinct dimensions which
vary independently, but did not discriminate
between various aspects of physician
behaviour.
Open ended comments were given by 403

(39.2%) respondents: 198 (19.3%) gave only
positive comments, 116 (11.3%) gave only
negative comments, 12 (1.2) gave both positive
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Table 2 Characteristics ofpatients who provided ratings of their last ambulatory visit in relation to health care delivery
setting, Geneva, Switzerland, 1993 and 1994

Managed care Managed care
organisation, visits to organisaton, visits to University hospital
gatekeepers independent specialists Private group practice outpatient clinic

No 432 111 303 181
Age: mean (range) 29.1 (17-59) 29.5 (20-55) 44.8 (16-89) 47.2 (16-74)
Proportion ofwomen 54.5% 63.1% 59.9% 53.1%
Place of birth:

Switzerland 28.5% 30.8% 65.1% 37.1%
Europe 25.1% 28.0% 30.2% 38.8%
Elsewhere 46.4% 41.1% 4.7% 24.2%

Type of provider:
General practitioner 100% - 72.3% 100%
Specialist - 100% 27.7% -

Type of visit:
Scheduled 78.0% 91.0% 81.8% 61.9%
Urgent/unscheduled 22.0% 9.0% 18.2% 38.1%

and negative comments, and 77 (7.5%) gave
neutral, non-valuative comments only. Satis-
faction ratings varied in a logical fashion
according to the type of comment: the general
satisfaction score increased gradually, from 47.0
in patients giving negative comments, to 74.9
in those who gave neutral, mixed or no

comments, and 83.7 in those who provided
positive comments.

PREDICTOR VARIABLES
The main predictor was the setting of the visit:
gatekeeper or independent specialist within the
managed care organisation, private group
practice, and university hospital outpatient
clinic. Potential confounders included patient
age, sex, country of birth (Switzerland, else-
where in Europe, and other), having a personal
physician in Geneva, scheduled versus urgent
visit, and general practitioner versus specialist
visit.

ANALYSIS
We examined averages of the seven independ-
ent satisfaction scores and an overall summary
score (average of the seven scores) across

settings, using analysis of variance20. p values
< 0.05 were considered statistically signifi-
cant. Mean differences relative to the reference
group (managed care gatekeepers) and 95%
confidence intervals were also obtained for the
3 other groups, in univariate analysis and after
adjustment for potential confounders. Analysis
was done using SPSS.'

Results
CHARACTERISTICS OF PATIENTS AND VISITS
The four groups of participants differed
considerably in their sociodemographic char-
acteristics (table 2). Patients affiliated with the

managed care organisation were on average 15
years younger than patients who sought care at
the two other settings. Most patients who con-
sulted the private group practice were born in
Switzerland, while patients in the other settings
were more often than not foreigners. Only the
private group practice offered both general
medicine and specialty care. Most of the visits
were scheduled, but 38% ofpatients seen at the
university hospital clinic had used a walk-in
clinic, without an appointment.

UNIVARIATE SATISFACTION RATINGS BY SITE
Patients who consulted a gatekeeper at the
managed plan clinic gave the lowest satisfac-
tion ratings on all aspects of health care,

whereas patients who consulted at the private
group practice provided the highest ratings
(table 3). Intergroup differences were greater
for general satisfaction with care than for satis-
faction with more specific aspects of care. Sat-
isfaction with access to care was considerably
lower in the managed plan clinic and in the
hospital clinic than at the two private care set-
tings. Most of the differences between the
managed care organisation clinic and the other
groups were statistically significant.

OPEN ENDED COMMENTS
Open ended comments confirmed the results
obtained by the closed format questionnaire
(table 4). Patients who had seen gatekeepers in
the managed care organisation gave positive
and negative comments in about equal propor-

tions, whereas positive comments predomi-
nated in the other settings. At all care locations,
physicians were often described as 'compe-
tent', 'fast and thorough', and 'warm and
caring'. Patients who consulted at the multi-

Table 3 Uncorrected satisfaction ratings for latest ambulatory visit in relation to health care delivery setting, Geneva, Switzerland, 1993 and 1994

Mean score for visits Visits to independent specialists in Visits to physicians in private group
to gatekeepers in managed care organisation practice Visits to university outpatient clinic
managed care
organisation (95% CI) (95% CI)t (95% CI)t

General satisfaction 62.7 14.3 (9.5,19.2) 20.9 (17.5,24.3) 17.0 (12.9,21.0)
Accessto care 63.8 9.0 (4.6,13.3) 10.0 (7.0,13.1) 2.5 (- 1.2,6.1)
Reception staff 72.6 8.8 (4.2,13.4) 14.2 (11.0,17.4) 12.6 (8.8,16.5)
Physician-relational 74.9 5.6 (1.9,9.3) 13.6 (11.0,16.3) 10.2 (7.1,13.4)
Physician-time spent 72.9 2.4 (- 1.8,6.6) 7.7 (4.7,10.7) 7.0 (3.5,10.6)
Physician-explantations 72.8 5.8 (1.5,10.5) 14.0 (10.9,17.0) 8.3 (4.7,11.9)
Physician-technical 67.6 10.6 (6.6,14.6) 14.4 (11.6,17.2) 11.1 (7.7,14.4)
Satisfaction-overall (1-7) 69.8 8.7 (5.4,12.0) 13.4 (11.1,15.8) 9.9 (7.2,12.7)

* Difference compared with visits to gate keepers in managed care organisation.
t Confidence interval.
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Table 4 Frequency ofopen-ended comments, in percentage of respondents* by health care delivery setting, Geneve, Switzerland, 1993 and 1994

Visits to gatekeepers in Visits to independent
managed care specialists in managed Visits to physicians in Visits to university
organisation care organisation private group practice outpatient clinic

Positive Negative Positive Negative Positive Negative Positive Negative Between-group
(%) (%) (%) (ho) (%) (N) (%/) (%/0) p-valuet

Value statements about:
Care in general 8.8 5.3 3.6 0.0 14.9 0.3 13.3 1.7 < 0.001
Physician 10.0 8.8 11.7 3.6 10.6 4.0 10.5 4.4 0.12
Organisation of care 1.6 7.2 0.9 0.9 2.3 2.0 2.2 5.0 0.01
Anyvaluative comment 18.8 19.7 15.3 4.5 23.8 5.9 22.1 11.0 < 0.001

Neutral comment 6.0 13.5 8.3 7.2 0.07
No comment 57.2 66.7 63.0 61.9 0.19

* Comments are not mutually exclusive, totals exceed 100%.
t Based on X2 test.

Table 5 Satisfaction ratings for latest ambulatory visit, adjustedfor age (in four categories), sex, place of birth, having a personal physician in Geneva,
type ofprovider (general practitioner versus specialist) and type of visit ( scheduled versus urgent) in relation to health care delivery setting, Geneva,
Switzerland, 1993 and 1994

Mean score for visits Visits to independent specialists in Visits to physicians in private group
to gatekeepers in managed care organisation practice Visits to university outpatient clinic
managed care
organisation A* (95% CI)t A* (95% CI) t A* (95% CI) t

General satisfaction 66.6 9.6 (2.0,17.3) 13.8 (9.3,18.2) 11.4 (6.6,16.2)
Access to care 66.9 4.0 ( - 2.9,10.9) 5.2 (1.1,9.2) - 0.9 ( - 5.2,3.4)
Reception staff 73.7 11.4 (4.2,18.7) 11.2 (7.0,15.4) 9.0 (4.5,13.5)
Physician-relational 77.3 2.5 ( - 3.3,8.4) 10.0 (6.6,13.4) 7.2 (3.6,10.9)
Physician-time spent 75.5 - 0.9 ( - 7.4,5.6) 2.1 ( - 1.7,5.9) 2.6 ( - 1.5,6.6)
Physician-explantations 75.5 1.0 ( - 5.9,7.8) 8.7 (4.7,12.7) 5.8 (1.6,10.0)
Physician-technical 71.4 6.1 ( - 0.2,12.3) 7.7 (4.0,11.4) 6.2 (2.3,10.1)
Satisfaction-overall 72.7 4.9 ( - 0.1,10.0) 8.1 (5.1,11.0) 6.1 (2.9,9.2)

* Difference compared with visits to gate keepers in managed care organisation.
t Confidence interval.

specialty group practice appreciated that 'all
specialties are available under one roof'. Man-
aged care gatekeepers received as many posi-
tive comments as other physicians (mostly
about their ability to listen to the patient and to
explain their decisions), but about twice as
many negative comments, which mostly per-
tained to a lack of established relationship and
trust: 'the physicians I have seen are too young
to have enough experience', 'the doctor's deci-
sions are clearly influenced by economic
considerations', or 'I am unable to feel at ease
and trust a physician I did not choose.' Patients
who consulted at the managed care clinic and
at the hospital outpatient clinic complained
about organisational aspects of care, such as
ease of getting an appointment, and office
waiting time. At the managed care clinic, an
additional cause of concern was patients'
inability to choose a more convenient location
of care. A patient suggested that 'practice
should be decentralised, split into several
offices'. At the hospital outpatient clinic,
several patients complained of the disruptions
in care due to frequent changes in medical
residents: 'I wish a single physician would take
care of me'.

ADJUSTED SATISFACTION RATINGS
The four groups differed on several socio-
demographic variables (table 2), which in turn
were related to satisfaction ratings, such as age,
sex, country of origin, general practitioner ver-
sus specialist visit, and scheduled versus
unscheduled visit. These potential confound-
ers were adjusted for in ANCOVA models
(table 5). This adjustment resulted in a
substantial reduction in several intergroup dif-
ferences. Whereas visits to managed care

organisation gatekeepers fared worst on all
seven independent dimensions of satisfaction
in univariate analyses, this was the case of five
dimensions only in adjusted analyses - the hos-
pital clinic received the lowest ratings for
access, and independent specialists within the
managed care organisation scored lowest on
time spent with the physician.

Discussion
Satisfaction ratings given by ambulatory pa-
tients varied considerably between various
health care settings. The differences between
sites were only partly attributable to character-
istics of the patients served by these providers.
We hypothesise that, for the most part, residual
differences in patient satisfaction were due to
true differences in provider performance. Our
results are consistent with the opinion that, 'a
satisfaction rating seems to be much more a
measure of care than it is a measure of the
patient.'9
The alternative explanation would be that

differences between sites were due to residual
confounding caused by unmeasured differ-
ences between patient populations. While such
a hypothesis can never be disproved in
observational research, we believe that it is
unlikely in this case, mostly because patients
drawn from the same population - that is,
members of the managed care plan - gave low
ratings to gatekeepers and high ratings to inde-
pendent specialists. In a recent study which
compared primary care settings in several
countries, the main determinants of patient
satisfaction were also found to be the quality of
the doctor-patient relationship and the physi-
cian's professional skills, not patient character-
istics."
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Differences between sites were not trivial,
amounting to up to one half of a standard
deviation of individual scores after adjustment
for confounders. Thus, a short, closed format
satisfaction questionnaire may be a useful tool
for comparing the quality of care rendered by
competing health care providers, even in a
country such as Switzerland where health care
standards are often considered to be uniformly
high. Even in this context, patient satisfaction
surveys are sensitive enough to provide a sound
basis for quality assurance initiatives. The
availability of valid and convenient indicators
of quality of care is particularly important in
competitive but regulated health care markets.
While closed format questionnaires are useful
for measuring and comparing satisfaction
levels, open ended comments are potentially
very useful whenever the survey is expected to
lead to quality improvement initiatives: pa-
tients do not only say whether, but also why,
they are (dis)satisfied. Despite the additional
work involved in coding and summarising open
ended comments, we suggest that patients
responding to a satisfaction survey should be
given the opportunity of expressing their opin-
ion in their own words.
The most striking finding of these surveys

was the relative dissatisfaction of patients con-
sulting gatekeepers at the managed care
organisation clinic. This result, obtained
among users of health services, corroborates
changes in satisfaction with care that were
measured prospectively among health insurance
plan members who switched to managed care.2"
The relative dissatisfaction of patients who
consulted gatekeepers was probably related to
the circumstances in which the managed care
organisation was established."4 25 In 1992, all
members of the indemnity health insurance
plan of the University of Geneva were auto-
matically transferred into a newly created
managed care organisation. Members were
warned only shortly before the change oc-
curred, and those who wanted to retain indem-
nity coverage had to leave and find an alterna-
tive insurance plan. As a result, 88% accepted
the switch to managed care, albeit perhaps
reluctantly. Open ended comments confirmed
that many managed care organisation patients
resented the system of care which they felt they
had been forced to adopt. They particularly
disliked having to see a designated physician at
a single location. In contrast, patients in the
other settings had freely chosen their providers,
and may have continued to consult them
precisely because they were satisfied with their
services. The influence of free choice on satis-
faction ratings was observed previously in the
RAND health insurance experiment: persons
randomised to a managed care plan were less
satisfied with their care that persons who had
enrolled voluntarily in the same plan." The low
satisfaction ratings could also be ascribed to
initial dysfunctions in a recently established
organisation. Only follow up satisfaction sur-
veys may be able to confirm this hypothesis.
However, several studies conducted in the
United States conclude that patients in man-
aged care organisations tend to be less satisfied

than patients in other settings.' 16 Whatever
the correct interpretation, the managed care
organisation was restructured shortly after
these satisfaction surveys (but not necessarily
as a result of them): primary care and
gatekeeping is now provided by a network of
independent physicians, paid on a fee-for-
service basis, established in solo practices
throughout the city.
At the University hospital outpatient clinic,

satisfaction ratings were high except for access
to care. This indicates that from the patient's
point of view, care provided by interns and
residents in a teaching hospital is comparable
in quality to care provided by more experi-
enced physicians in private practice. Only
frequent changes of physicians, inherent in this
type of institution, were considered as a draw-
back by some respondents. On the other hand,
clinic administrators were aware of difficulties
in getting appointments and with waiting
times. Their concerns were borne out by the
survey. At the present time, the hospital clinic
is revising its procedures for obtaining and
scheduling appointments.

This study indicated that patients do not
blindly endorse the care they receive, and that
their opinions can be fairly easily obtained
using short form postal surveys. The study
suggested also that the care provided at a
teaching hospital outpatient clinic may be
rated as good as care received from independ-
ent fully trained physicians, and that a
managed health care plan may cause substan-
tial dissatisfaction among members forced to
consult designated gatekeepers. Most impor-
tantly, this comparison led to quality improve-
ment interventions in both settings in which
patients expressed relative dissatisfaction with
specific aspects of care.
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