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Background: The aim of our study was to identify patient- and care-related factors that are 

associated with patients’ satisfaction with psychiatric hospital care, using a specific, self-

administered questionnaire based exclusively on the patient’s point of view: the Satisfaction 

with Psychiatry Care Questionnaire-22 (SATISPSY-22).

Methods: This cross-sectional study was conducted in the psychiatric departments of two 

French public university teaching hospitals. The data collected included sociodemographic 

information, clinical characteristics, care characteristics, and the SATISPSY-22. A multivariate 

analysis using multiple linear regressions was performed to determine the variables potentially 

associated with satisfaction levels.

Results: Two hundred seventy patients were enrolled in our study. Only one moderate asso-

ciation was found between satisfaction and sociodemographic characteristics: the personal 

experience dimension with age (β=0.15). Clinical improvement was moderately associated with 

higher global satisfaction (β=−0.15), higher satisfaction with quality of care (β=−0.19), and 

higher satisfaction with food (β=−0.18). Stronger associations with satisfaction were found for 

care characteristics, particularly the therapeutic alliance with all of the satisfaction dimensions 

(β, 0.20–0.43) except food, and for seclusion with global satisfaction (β=−0.33) and personal 

experience (β=−0.32). Patients with previous hospitalization also had a higher level of satisfaction 

with quality of care compared with patients who were admitted for the first time (β=−0.15).

Conclusion: This study has identified a number of potential determinants of satisfaction. 

The therapeutic relationship and seclusion were the most important features associated with a 

patient’s satisfaction. These factors might be amenable through intervention, which, in turn, 

might be expected to improve satisfaction, patients’ management, and health outcomes in 

psychiatric hospitals.

Keywords: satisfaction, determinants, inpatient, hospital, psychiatry

Introduction
Patients’ reported outcomes (PROs), including measures of quality of life, disability, 

and satisfaction, have gained increasing attention in mental health services during the 

last decades.1–3 Although the symptomatic evaluations remain of great importance in 

the treatment of mental disorders, it is now well recognized that they do not reflect 

all of the facets patients consider important in their life.4–6 It is currently established 

that patients’ views should supplement the usual indicators of quality in health 

care,7–9 and patient satisfaction has become a significant contributing outcome in the 

assessment and improvement of health care quality for hospitalized populations.10 

Satisfaction with inpatient care should predict future behaviors, including treatment 

adherence, intent to return for care and promptness of follow-up, and continuity of 
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outpatient care.11–15 More satisfied patients have better health 

outcomes after hospital discharge,16 which reduces the likeli-

hood of rehospitalization.14 Understanding the determinants 

of satisfaction is of importance when developing effective 

interventions that can improve patient satisfaction, which 

may, in turn, improve other health-related outcomes and 

reduce rehospitalization.17–19 

Numerous studies have investigated the determinants of 

inpatient satisfaction with care. Despite frequent contradic-

tion among the findings of these studies, there is a general 

agreement that satisfaction is predicted by factors that can 

be categorized as endogenous (eg, structure, process, and 

outcome of care) or exogenous (eg, patients’ characteris-

tics) to the care received.18,20–22 Recent studies have even 

suggested that patient characteristics, such as age, health 

status, and education, may be the most important determi-

nants of patient satisfaction.20,23 Several limitations of these 

previous studies should, however, be considered. First, the 

majority of these studies focused on medical or surgical 

care; they rarely focused on inpatient psychiatric care.24–31 

Most of the studies on psychiatric care did not examine the 

concomitant effect of patient-related (ie, sociodemographic 

and clinical characteristics) and care-related factors on sat-

isfaction. Moreover, the satisfaction questionnaires used in 

these studies (ie, generic questionnaires that are most often 

elaborated for patients with medical or surgical care or spe-

cific questionnaires derived directly from the literature or 

experts) can be criticized.1,32 Because patients with mental 

disorders have specific and different expectations about their 

hospitalization, generic instruments may not be relevant in 

psychiatry.19 It is also generally agreed that the content of 

specific measures should be derived directly from patients’ 

concerns and perceptions.33

The aim of our study was therefore to identify the patient- 

and care-related factors that are associated with patients’ 

satisfaction with psychiatric hospital care, using a specific, 

self-administered questionnaire based exclusively on the 

patient’s point of view: the Satisfaction with Psychiatry Care 

Questionnaire-22 (SATISPSY-22).

Method
study design and population
This cross-sectional study was conducted in the psychiat-

ric departments of two French public university teaching 

hospitals in Marseille (La Conception hospital and Sainte- 

Marguerite hospital) during a 3-month period. Eligible patients 

were adults who had been hospitalized for at least 24 hours. 

The patients were included in the study on their discharge 

day, regardless of their disorder or the length of their stay. 

Research assistants invited them to participate and explained 

the purpose of the study. The study was carried out in accor-

dance with the principles of the Declaration of Helsinki, 

6th revision.34 All subjects gave informed consent. The Ethics 

Committee (Commission Nationale de l’Informatique et des 

Libertés, France, no 909318v1) approved this study.

Data collection
The data collected included sociodemographic information 

such as age, sex, educational level, and marital status, as 

well as clinical characteristics such as diagnosis according 

to the International Statistical Classification of Diseases 

and Related Health Problems, Tenth Revision, severity of 

patient’s illness at the time of discharge (Clinical Global 

Impression–Severity scale [CGI-S]), and how much the 

patient’s illness improved since his or her entrance to the 

hospital (CGI-Improvement scale [CGI-I]).35 These two 

scales range from 1 (normal or very much improved) to 7 

(among the most severely ill patients or very much worse). 

The study also considered the functioning of patients at 

the time of discharge (Global Assessment Functioning 

[GAF]).36 The GAF assigns a clinical judgment to the indi-

vidual’s overall functioning level (ie, psychological, social, 

and occupational/school functioning) and ranges from 0 

(inadequate information) to 100 (superior functioning). All 

these assessments were made by a qualified mental health 

professional who was in charge of the patient. 

Other data collected included characteristics such as 

length of hospitalization, hospitalization under constraint, 

seclusion, number of previous hospitalizations, and thera-

peutic relationships with the clinicians, measured using the 

4-point ordinal Alliance Self-report37 (scores range from 

11–44, with higher scores indicating a more positive alli-

ance), as well as results of the satisfaction questionnaire.

The SATISPSY-22 is a specific, short, self-administered, 

multidimensional satisfaction questionnaire designed for 

people with mental disorders.38 It is composed of 22 items 

that describe six dimensions: satisfaction with staff (seven 

items), quality of care (five items), personal experience 

(four items), information (two items), activity (two items), 

and food (two items). The SATISPSY-22 also included a 

total score (index). All items are answered using an unbal-

anced 5-point Likert scale: “extremely less than expected,” 

“worse than expected,” “a little less than expected,” “as 

expected,” and “better than expected.” For each individual, 

scores in each dimension are computed if at least half of 

the contributive items were answered. The score of each 
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dimension is obtained by computing the mean of the item 

scores on the dimension. A global index score is computed 

by finding the mean of all of the dimension scores. All of the 

dimension scores and the index are linearly transformed and 

standardized on a 0–100 scale (0, lowest satisfaction; 100, 

highest satisfaction). Patients completed the SATISPSY-22 

at the time of discharge.

statistical analyses
Data were expressed as proportions or means and standard 

deviations.

Associations between satisfaction scores and the continu-

ous variables (age, CGI-S, CGI-I, length of hospitalization, 

GAF, 4-point ordinal Alliance Scale) were analyzed using 

Spearman’s correlation tests. Means-based comparisons of 

the SATISPSY-22 dimensions between various subgroups 

(sex, educational level, marital status, hospitalization under 

constraint, seclusion, number of previous hospitalizations, 

and psychiatric diagnosis) were calculated using Mann–

Whitney tests.

Multivariate analyses using multiple linear regressions 

(simultaneous model) were then performed to determine 

which variables were potentially associated with satisfaction 

levels. The SATISPSY-22 index and each of its dimen-

sions were considered separate dependent variables. The 

variables relevant to the models were selected from the 

bivariate SATISPSY-22 index analysis, based on a threshold 

P-value 0.20. An additional variable was included in the 

models because of its sociodemographic interest (age). The 

final models incorporated the standardized β coefficients, 

which represent a change in the standard deviation of the 

dependent variable (satisfaction) resulting from a one- 

standard-deviation change in the various independent vari-

ables. The independent variables with the higher standardized 

beta coefficients are those with a greater relative effect on 

satisfaction.

All of the tests were two-sided. Statistical significance 

was defined as P0.05. The SPSS version 18.0 software 

package (SPSS Inc., Chicago, IL, USA) was used to perform 

the statistical analyses.

Results
sample characteristics
Of the 295 eligible patients, 270 (91.5%) consecutive 

patients agreed to participate in the study. Nonparticipants 

did not differ according to sex, age, or educational level. 

The patient characteristics of the study sample are presented 

in Table 1.

Factors associated with satisfaction
Bivariate and multivariate analysis results are reported 

in Tables 2 and 3.

In the bivariate analysis, the SATISPSY-22 index 

was positively associated with marital status (in couples, 

P0.001), hospitalization without constraint (P=0.022), 

absence of seclusion (P=0.001), a higher number of previous 

hospitalizations (1; P=0.050), a better therapeutic alliance 

(P=0.001), and better functioning (P=0.030).

In the multivariate analysis, only one moderate associa-

tion between satisfaction and a sociodemographic charac-

teristic remained significant: personal experience with age 

(β=0.15). Regarding clinical characteristics, higher CGI 

improvement was moderately associated with higher global 

satisfaction (β=−0.15), higher satisfaction for quality of care 

(β=−0.19), and higher satisfaction for food (β=−0.18). The 

link found in the bivariate analysis between satisfaction and 

GAF was no longer significant. Stronger associations with 

Table 1 sample characteristics (n=270)

Characteristics N (%)

sociodemographic characteristics
sex ratio (men) 138 (51.1)
Age in years, mean ± standard deviation 45.4±15.3
Marital status

couple 81 (30.5)
single 185 (69.5)

educational level
12 years (final year of high school  
or university level)

95 (37.1)

12 years 158 (62.9)
care characteristics

hospitalization under constraint 
Yes 47 (17.7)
no 218 (82.3)

seclusion
Yes 27 (10.2)
no 239 (89.8)

length of hospitalization, median  
(interquartile range)

26 (15–42)

number of hospitalizations
1 72 (28.5)
1 181 (71.5)

clinical characteristics
cgi severity, mean ± standard deviation* 4.4±1.2
cgi improvement, mean ± standard deviation 2.3±0.9
gAF, mean ± standard deviation# 61.9±15.3
Psychiatric diagnosis‡

schizophrenia 91 (34.3)
Mood disorders 140 (52.8)
Other 34 (12.8)

Notes: *clinical global impression. #global assessment functioning. ‡Psychiatric 
diagnosis defined by the International Statistical Classification of Diseases and Related 
Health Problems, Tenth Revision.
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 satisfaction were found for care characteristics, particularly 

for the therapeutic alliance with all of the satisfaction 

dimensions (β, 0.20–0.43) except food, and for seclusion 

with global satisfaction (β=−0.33) and personal experience 

(β=−0.32). Patients with previous hospitalization also had 

a higher level of satisfaction with quality of care than did 

patients who were admitted for the first time (β=−0.15). The 

R-squared (ie, the proportion of explained variance) was 

globally low for each multivariate model (ranging from 0.03 

for the food dimension to 0.30 for the index).

Discussion
This study investigated inpatient- and care-related fac-

tors that are associated with satisfaction with psychiatric 

hospitals. To our knowledge, no study has described these 

links using both inpatient- and care-related factors and a 

specific, multidimensional satisfaction questionnaire based 

exclusively on the patient’s point of view, such as the 

SATISPSY-22.38

The first important finding of our study is that inpatient- 

and care-related factors do not interact consistently with 

satisfaction, with significant variations arising depend-

ing on the satisfaction dimensions of the SATISPSY-22. 

Our multidimensional analysis of satisfaction using the  

SATISPSY-22 may explain some contradictory results from 

previous studies.24–31 Using a multidimensional questionnaire 

based on patients’ points of view, such as the SATISPSY-22, 

is most likely more informative and relevant compared with 

other satisfaction instruments that are commonly used in psy-

chiatry. Hospitalized psychiatric patients were fully involved 

in the process of item generation, selection, and validation 

of the SATISPSY-22. As a consequence, its content encom-

passes experiences that hold great importance to patients and 

is substantially different from other satisfaction instruments, 

which are primarily based on literature/expert opinions.1 In 

our study, the dimensions of the SATISPSY-22 that were 

similar to those of other instruments, such as the staff, infor-

mation, and food dimensions, were less informative than the 

Table 2 Factors associated with the satisfaction with Psychiatry care Questionnaire-22 index and dimension scores: bivariate 
analysis

Satisfaction with Psychiatry Care  
Questionnaire-22 Index, mean  
(standard deviation) or R*

P-value

sex 0.975
Male 68.3 (14.8)
Female 68.4 (15.0)

educational level 0.833
12 years 68.1 (14.9)

12 years 68.6 (15.1)
Marital status 0.001

couple 73.2 (10.7)
single 66.7 (15.9)

hospitalization under constraint 0.022
Yes 63.3 (15.6)
no 69.4 (14.7)

seclusion, mean 0.001
Yes 57.9 (16.3)
no 69.5 (14.4)

number of previous hospitalizations 0.050
1 67.2 (15.4)
1 71.6 (14.0)

Psychiatric diagnoses 0.332
schizophrenia 67.0 (14.0)
Mood disorders 70.0 (15.4)
Others 67.0 (15.2)

Age 0.124 0.062
clinical global impression severity −0.042 0.528
clinical global impression improvement −0.111 0.098
length of hospitalization 0.000 0.995
4-point ordinal Alliance scale 0.499 0.001
global assessment functioning 0.145 0.030

Note: *R, Spearman’s correlation coefficient.
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more specific dimensions of hospitalized psychiatric patients, 

such as quality of care and personal experience. These find-

ings suggest that the different facets of satisfaction should 

be assessed using patient-based questionnaires to fully guide 

the development of specific interventions that are intended 

to improve satisfaction.

Our study identified notable determinants of satisfaction 

that may assist mental health professionals in improving 

clinical outcomes related to satisfaction.

First, the therapeutic relationship was the most important 

and constant feature associated with a patient’s satisfaction, 

thus confirming the central role of relationships in the patient 

experience.39 The 4-point ordinal Alliance Scale score, 

including drug-taking aspects and relationships with clini-

cians, was positively associated with all of the dimensions of 

the SATISPSY-22 except food. The quality of the therapeutic 

relationship has been reported in previous studies as being 

closely linked to satisfaction40,41 and is well-known as being 

determinant of illness course, attitude toward medication, 

and outcome of care.42–45 Emphasis should thus be placed 

on developing interventions that address barriers to these 

positive relationships, particularly ineffective and negative 

communication and a lack of trust.39 The use of coercion and 

constraint has also been described as an important determi-

nant of satisfaction via its negative effect on the therapeutic 

relationship.39 Confirming this description, hospitalization 

under constraint was significant in the bivariate analysis, 

but it was not significant in the multivariate analysis after 

adjusting for the therapeutic relationship. This finding seems 

to confirm that the negative effect of constraint on satisfac-

tion is most likely mediated by the therapeutic relationship. 

Moreover, a better understanding of the link between satis-

faction and the therapeutic relationship seems necessary for 

some particularly difficult-to-treat populations (eg, patients 

with severe symptoms, long hospital stays, a high number of 

admissions, or younger-age patients) who are more likely to 

experience perceived coercion or restraint.22,46–49

The second most important feature associated with 

patient’s satisfaction (only for the personal experience 

dimension) was seclusion, confirming findings of previous 

studies that reported seclusion and, more globally, staff–

patient disagreement as being significantly associated with 

a lower satisfaction level.21,28,50,51 Contrary to the results for 

hospitalization under constraint, seclusion remained signifi-

cant in the multivariate analysis, suggesting that seclusion 

has a negative effect on satisfaction that is not based on the 

Table 3 Factors associated with satisfaction with Psychiatry care Questionnaire-22 index and dimensions scores: multivariate 
analysis

Characteristic Satisfaction with  
Psychiatry Care  
Questionnaire-22  
Index β#

Staff β Quality  
of care β

Personal  
experience β

Information β Activity β Food β

sex 0.011 −0.004 −0.072 0.081 −0.010 −0.020 0.114
educational level – – – – – – –
Marital status 0.047 0.013 −0.077 0.060 0.102 0.039 −0.081
hospitalization under  
constraint

0.106 0.033 −0.033 0.044 −0.024 −0.013 0.015

seclusion, mean −0.330** −0.112 −0.069 −0.316** −0.144 −0.097 −0.094
number of previous  
hospitalizations

−0.109 −0.133 −0.145* −0.007 −0.115 −0.093 −0.046

Psychiatric diagnoses – – – – – – –
Age 0.062 −0.052 −0.004 0.147* −0.113 0.108 0.068
clinical global  
impression severity

– – – – – – –

clinical global  
impression improvement

−0.147* −0.108 −0.188* −0.036 −0.077 −0.046 −0.178*

length of hospitalization – – – – – – –
4-point ordinal Alliance  
scale

0.424** 0.346** 0.406** 0.202* 0.233** 0.264** 0.104

global assessment  
functioning

0.014 0.052 0.074 0.056 −0.005 0.106 −0.102

R2 (proportion of  
explained variance)

0.298 0.154 0.252 0.132 0.092 0.107 0.025

Notes: #β, standardized beta coefficient (β represents a change in the standard deviation in the satisfaction score resulting from a one standard deviation change in the 
independent variable). Bold values: *P0.05; **P0.01.
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therapeutic relationship. Despite advances in our knowledge 

and understanding of mental illness, seclusion continues to be 

widely used as a treatment option for a number of patients. 

Attention to the specific needs of patients in seclusion may 

help reduce the punitive connotations linked to this practice.52 

Psychoeducational approaches and high transparency when 

applying coercive practices could improve patients’ appre-

ciation for these procedures.53 However, these approaches 

should not only provide patients with the opportunity to 

understand why the seclusion occurred and to restore their 

confidence with the staff but also act as a means for overcom-

ing the negative effects and emotional effect related to these 

practices.52 In addition, it appears that the use of seclusion in 

care units is largely influenced by organizational factors that 

may have the potential for quality improvement.54 Hence, 

interventions to reduce the use of seclusion, restraint, and 

involuntary medication should also consider organizational 

and environmental factors.55

Another interesting result of our study concerns the asso-

ciation between the clinical characteristics of patients and 

satisfaction. We found that clinical improvement (CGI-I), as 

rated by the psychiatrist, was associated with higher satis-

faction with quality of care, suggesting that the views of the 

patient and the professional are not completely independent, 

as occasionally reported in previous studies.8,56 If necessary, 

this finding also confirms that psychiatric patients’ points of 

view concerning the quality of care are relevant and linked 

to the evolution of their health and treatment gains. How-

ever, the strength of this association was lower than it was 

for care characteristics (ie, the therapeutic relationship and 

seclusion). Although symptomatic improvement is important 

for patients, it is not the most important feature for them, 

confirming the need for clinicians to increase their attention to 

other aspects, rather than just focusing on symptoms. Unlike 

previous studies,22,57,58 our results showed that satisfaction 

was independent from the diagnosis categories and global 

functioning (GAF) or severity of psychopathology (CGI-S) 

on the day of discharge. One possible explanation for this 

discrepancy might be that clinical improvement (CGI-I), 

which previous studies did not consider to be a potential 

determinant, may have a confounding influence on the 

relationship between the indicators of the day of discharge 

predictors and satisfaction.

Finally, two determinants should be considered use-

ful in interventions with target patients who are at risk for 

worse experiences. Younger patients and patients admitted 

for the first time tended to have lower satisfaction levels 

with personal experience and quality of care, respectively.  

These findings are in accordance with previous studies in which 

patient age was found to be the most frequent predictor of sat-

isfaction in regard to sociodemographic factors,21 and first-time 

admission, especially in the case of involuntary admission, has 

been reported to be a traumatic and stressful experience that 

puts these patients at risk for poor health outcomes.59–61

limitations and perspectives
This study had several limitations.

For example, this sample may not be representative of 

all hospitalized psychiatric patients. Indeed, our study was 

performed at two psychiatric hospitals in Marseille, France. 

Using more diverse and larger groups of patients is therefore 

required to confirm these results.

Second, our study used one specific type of satisfaction 

instrument, the SATISPSY-22, which is a questionnaire that 

is based exclusively on the patient’s point of view. However, 

it would be interesting to determine whether our findings 

can be replicated with instruments that are based on other 

conceptual models and dimension constructs.

This study is also limited by the fact that it is cross-

sectional, rather than prospective, in design. No causal 

inference can be formally advanced, and our model should 

be interpreted from an associational point of view. Future 

studies are needed to establish whether the associations 

reported herein are longitudinally robust.

As in all self-reported satisfaction surveys, our study can 

be limited by a social desirability response bias (ie, patients 

may have reported greater satisfaction than they actually 

felt because they believed that positive comments are more 

acceptable).

Another limitation of the study is the distribution of the 

SATISPSY-22 at discharge. Another way to distribute the 

questionnaire could have been to give it to the patients at 

discharge and ask for them to return it later by mail. Although 

this way increases the reliability of the responses made by 

the patients, this approach may also decrease the response 

rate substantially. 

Finally, despite the large numbers of determinants 

included in our analyses, the multivariate models explained 

between 3% and 30% of the explained variance, suggesting 

other important factors may influence the satisfaction of 

patients (eg, relationships with family, caregivers). Future 

studies should focus on identifying these factors.

Conclusion
This study has identified a number of potential determi-

nants of satisfaction by using a specific, multidimensional 

satisfaction questionnaire that is based exclusively on 

patients’ points of view for the first time. The therapeutic 
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relationship and seclusion were the most important features 

associated with patient satisfaction. These factors might 

be amenable with intervention, which, in turn, might be 

expected to improve satisfaction, patient management, and 

health outcomes in psychiatric hospitals. The different facets 

of satisfaction, particularly the quality of care and personal 

experience dimensions, should be considered when develop-

ing specific interventions.
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