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Background: Although patient perceptions of health care have increasingly been explored in the
literature, little is known about care satisfaction among individuals with substance dependence.
This exploratory study assessed the relationships between patient and physician characteristics
and early outpatient satisfaction with care for alcohol and opioid dependence.

Methods: Satisfaction was assessed using a multidimensional, self-administered and validated
questionnaire during the early care process among a prospective outpatient cohort. In addition
to measuring satisfaction and obtaining sociodemographic and clinical data, this study collected
data on the self-reported health status and physician characteristics at inclusion. Cross-sectional
analysis with multiple linear regression was performed to identify the variables associated with
satisfaction level.

Results: A total of 249 outpatients were included, and 63.8% completed the satisfaction
questionnaire. Patients without a history of previous care for substance dependence were more
satisfied with the appointment-making process (=7.2; P=0.029) and with the doctor consulta-
tion (=10.3; P=0.003) than those who had received care previously. Neither sociodemographic
characteristics nor self-reported health status was associated with outpatient satisfaction.
Conclusion: The factors that affect patients’ ratings of early satisfaction with the care that they
receive should be studied further because increased understanding of the factors that negatively
affect these ratings might enable caregivers and outpatient management facilities to improve
the patient experience during the early stages of care, which might in turn improve treatment
adherence, continuity of care, and other health-related outcomes.

Keywords: satisfaction, determinants, outpatient, substance dependence

Introduction

Improving quality of care is a priority and a persistent challenge for health care
departments from the perspectives of both clinicians and health care managers.! Patient
satisfaction with health care is a current and important indicator of health care quality
that gives the patient a central role in this measurement.>? In both mental health and
addiction populations, studies have recognized patient satisfaction as a key target.*
Researchers have conducted numerous studies of patient satisfaction to assess a broad
range of service factors, ranging from the availability of medical visits, social workers
and therapy to professional behavior and trust in physicians, the information that they
provide, and other aspects of the patient—physician relationship. Studies have also
demonstrated that satisfied patients are more likely to cooperate with treatment and
maintain a continuing relationship with a practitioner; such patients enjoy better medical
prognoses.>® The general use of validated satisfaction questionnaires in surgical or
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medical care, such as care provided for diabetes, arthritis, or
cancer,”” has enabled the identification of determinants of
satisfaction. The primary factors that influence satisfaction
are the type of health care setting and caregiver character-
istics, such as their experience, age, and gender.>'® Certain
patient characteristics also influence satisfaction with care:
better self-reported health status, older age, less education,
and good health have commonly been reported as traits
associated with greater satisfaction.>!!:!2

Prior to the 1990s, limited attention had been devoted to
satisfaction in research on substance use disorders; since then,
however, the field has grown due to the chronic, relapsing
nature of substance use and the negative consequences for the
various life domains affected by substance use.'*!* In addition
to hospitalization, ambulatory care was increasingly a focus
by researchers aiming to explore satisfaction for patients with
substance use disorders. However, follow-up studies have
been limited by patient attrition.'>!¢ Within substance use dis-
orders research, it is important to improve patient satisfaction
by enhancing the understanding regarding patient satisfac-
tion and its determinants because this understanding might
improve treatment adherence, continuity of care, follow-up
results, and other health-related outcomes as known in the
case of ambulatory care.’ Although assessments of patient
satisfaction have increased in the psychiatric care literature,
the timing of when satisfaction with care assessments are
administered varies across studies for both in inpatient care
and in outpatient care.''® Because dissatisfaction during
the early care process can lead patients to stop treatment
or consult elsewhere,!” understanding patient satisfaction
early in the care process is a topic of interest. No previously
published study has focused on early satisfaction in addic-
tion care. Following prior works in general health care,? we
hypothesize that patient sociodemographic data and health
status and physician characteristics are associated with early
satisfaction in addiction care.

Thus, this exploratory study sought to determine whether
and to what extent patient health status and other patient and
physician characteristics are associated with early satisfac-
tion among outpatients who are starting care for alcohol or
opioid dependence.

Methods

Participants and design

This study is a cross-sectional analysis from the SUBstance
Users Satisfaction and Quality Of Life (SUBUSQOL)
study, a prospective cohort study of outpatients who met the
Diagnostic and Statistical Manual, fourth edition (DSM-IV)

criteria for alcohol dependence, opioid dependence, or both
(ClinicalTrials.gov ID: NCT02894476).
Patients were recruited from the French specialized

addiction treatment centers where they began care. Treat-
ment combined individual therapy with individual sessions
focused on listening and support, which aimed to investigate
interpersonal difficulties and patients’ social environment and
to change these addictive behaviors. In addition to individual
therapy, patients might benefit from medication. The clini-
cian assigned the patients who sought care to either alcoholic
or opioid groups based on their main type of dependence
using axis I of the DSM-IV. Clinicians certified in addiction
pathologies who were trained on use of the DSM-1V?° made
the diagnoses.

Data collection

The sociodemographic data and clinical characteristics were
collected through medical interview and clinical testing.
Satisfaction and health status measures were assessed with
the French versions of the self-administered questionnaires
during the early care process.

Outpatient satisfaction

Satisfaction was measured using the quality of care satisfac-
tion questionnaire in outpatient consultation (Quality of Care
Scale in outpatient consultation [EQS-C]) to assess early
outpatient satisfaction 15 days after study inclusion (ie, their
first consultation in the department). The EQS-C is a 27-item
self-report instrument that is composed of four dimensions
that explore the technical and interpersonal aspects of care
and satisfaction with staff and treatment. These dimensions
are contact/appointments (6 items), reception facilities
(5 items), waiting time (3 items), and consultation with
the doctor (13 items). The last dimension is related to the
medical intervention that explores the warmth of the doctor,
whether the doctor explained his or her decisions, whether
the doctor took the patient’s opinion into account, whether
the patient received the information that he or she wanted,
and whether the doctor warned the patient about possible side
effects of treatment. The other three dimensions are related
to organizational/nonmedical aspects of care. Each item was
scored from 0 to 4, where 4 indicated the greatest level of
satisfaction. A “does not apply” category was provided for
13 items related to situations that are not universally relevant.
The nonresponse and “does not apply” categories were
considered as missing data. Scores were computed when at
least half of the items in a dimension were completed. The
scores for each dimension were based on the sum of the items
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and were standardized to range from 0 (low satisfaction) to
100 (high satisfaction). The instrument also included one
additional item pertaining to behavioral intent (“I think I will
continue attending this department”) that was not included
in the scoring, as well as sociodemographic data, overall life
satisfaction, and an open-ended comment field at the end of
the questionnaire. Responses to the open-ended question
(“What part of our service do you think could be improved?”)
were classified as negative comments, positive comments,
mixed comments, or no comments.

The validity and reliability of the questionnaire have been
previously established.’> Because completing the question-
naire at home was preferable to completing it immediately
after consultation, participants returned their data via the
mail.? The questionnaire was mailed 10 days after the first
visit (to be received for an early measure at 15 days) to be
completed at home. Participants were asked to complete and
return the questionnaire by mail in a prepaid envelope.

Self-perceived quality of life

Self-perceived quality of life was assessed using the Short-
Form 12 questionnaire (SF-12) and the Quality of Life
Enjoyment and Satisfaction Questionnaire-Short Form
(Q-LES-Q-SF). These questionnaires were completed as
part of the routine care received at the time of study inclu-
sion. The SF-12 is a well-known generic instrument that
measures self-reported health status and includes a subset
of 12 items from the SF-36.>' Information from all 12 items
is used to calculate the physical component summary (PCS)
and the mental health component summary (MCS). All
scores are transformed into a standardized score ranging
from 0 to 100. Higher scores indicate better self-reported
health status. The Q-LES-Q-SF is a self-report instrument
composed of 16 items derived from the general activities
scale of the original 93-item form.?? The French version of
the Q-LES-Q-SF yields valid and reliable clinical assessment
of self-reported health status.?*?* This version consists of
14 items assessing patient satisfaction with his or her physi-
cal health, social relationships, ability to function in daily
life, physical mobility, mood, family relationships, sexual
drive and interest, ability to engage in work, leisure activi-
ties, economic status, household activities, living/housing
situation, vision, and overall sense of well-being. Each of
the 14 items is rated on a 5-point scale that indicates the
degree of enjoyment or satisfaction experienced over the past
week. The total score for items 1 to 14 is computed (ranging
from 14 to 70) and expressed as a percentage (1-100) of the
maximum total score. Higher scores on the Q-LES-Q-SF

indicate greater contentment or satisfaction. The instrument
also includes two additional items measuring satisfaction
with medication and overall life satisfaction; these items
were not included in the scoring.

Anxiety and depression

The Hospital Anxiety and Depression Scale (HADS),
a l4-item self-report questionnaire, was used to assess the
levels of depression (7 items) and anxiety (7 items).> Each
of the 14 items is rated on a 4-point Likert scale. Consistent
with previous research, a cutoff of 8 was used for each HADS
subscale to differentiate normal distress from mild and severe
distress.?® The French version of the HADS was used in this
study because it has yielded valid and reliable clinical assess-
ments of depression and anxiety in previous research.?’

Patient sociodemographic and clinical data and
physician characteristics

The collected data included factors that had been previ-
ously identified as associated with satisfaction. At the time
of inclusion, data on participants’ age, gender, educational
level, marital status, occupational status, type of substance
dependence, duration of illness, history of previous care for
substance dependence, therapeutic strategy, and the presence
of medical and/or psychiatric comorbidities were obtained.
The origin of the care request and the care setting were also
noted. Data concerning the physicians’ genders, academic
qualifications (senior vs junior), and years of clinical practice
were also collected.

Statistical analyses

Descriptive and comparative analyses

The mean (+standard deviation) or median, as appropriate,
was used for the continuous variables, whereas the number
or percentage was used for the categorical variables. The
qualitative data were compared using Pearson’s chi-square
test or Fisher’s exact test, whereas the quantitative variables
were compared using Student’s -test.

Bivariate and multivariate analyses
Each dimension of the EQS-C (contact/appointments,
reception facilities, waiting time, and consultation with the
doctor) was considered as a separate dependent variable.
A preliminary analysis consisted of calculating Cronbach’s
alpha for each dimension of EQS-C and the global score to
verify the internal consistency in the current sample.
Linear regression models were used to determine which
variables were associated with satisfaction scores among
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the outpatient substance users starting care. The influence
of physician characteristics on both the “waiting time” and
“consultation with the doctor” dimensions was investigated.
Variables were identified as relevant if they were significant
in bivariate analyses at the 20% threshold; however, age,
gender, and type of dependence remained in each of the
models for adjustment. A multivariate linear regression was
used to retain significant factors at the 5% threshold. The cor-
relations between the variables retained in the models were
also tested. Positive and significant B coefficients reflected
positive effects on the satisfaction scores. SAS 9.4 (SAS Inst.,
Cary, NC, USA) was used for the data analyses.

Ethics approval and consent to

participate

Ethical approval for the data collection was granted by the
Institutional Review Board (Comité National Informatique et
Liberté¢ DR-2013-156) and ensured the confidentiality of the
information collected. Potential participants were informed
of the research’s purpose and aims. They received guidance
about how they could withdraw consent at any point. All
participants had the capacity to consent and gave informed
consent for participation in the research and for their data
to be used. Consent forms were signed in the presence of a
researcher and kept in the main study site file.

Results

Patient and physician characteristics

Of the 249 patients included in the SUBUSQOL cohort,
159 answered the EQS-C, which was sent 11.5 days
(SD =3.6 days) after study inclusion on average. Nine ques-
tionnaires were returned because of incorrect addresses,
and the 159 EQS-C forms were returned in a mean time of
17.1 days (13.7 days). The sociodemographic and clinical
characteristics of the patients are presented in Table 1 for the
entire sample and separately based on whether the EQS-C
was answered. Most patients were male (76.1%) with a mean
age of 39.5 years old (SD =11.1). More than one-third of
these patients were married (37%), and a minority reported
a high-school or university-level education (17.7%). Of the
159 respondents, 71 (44.7%) sought care for alcohol depen-
dence and 88 (55.3%) for opioid dependence according to the
DSM-IV criteria. The mean duration of substance dependence
was 14.6 (SD =11.1) years. Nineteen patients required care
while undergoing a legally mandated addiction treatment.
Patients who responded to the satisfaction questionnaire were
older than those who did not respond (P=0.03); otherwise,
the EQS-C nonresponders did not differ from the EQS-C

responders in terms of their sociodemographic or clinical
characteristics.

All of the physicians were currently working with patients
with substance dependence. Slightly fewer than half of the
physicians (46.7%) were men, and both senior and junior
physicians were represented. Of the 159 respondents, 54 were
screened by a senior physician (34.4%), whereas 103 were
evaluated by a junior physician (65.5%). In 49.1% of all cases,
the patient and physician were of the same gender. Respond-
ers and nonresponders did not differ in terms of their physi-
cians’ genders, academic qualifications, or experience.

SF-12, Q-LES-Q-SF, and HADS scores

The results of SF-12, Q-LES-Q-SF, and HADS are presented
in Table 1. The mean SF-12 scores were 45.1 (SD =9.7) and
35.1(SD=10.2) for the PCS and MCS domains, respectively.
The mean Q-LES-Q-SF score was 53.1 (SD =18.2). The
mean and median HADS scores for the depression subscale
were 8.1 (SD =4.5) and 8, respectively, and the mean and
median HADS scores for the anxiety subscales were 10.1
(SD =4.6) and 10, respectively. The results did not reveal
a significant difference between EQS-C respondents and
nonrespondents.

Satisfaction scores

Cronbach’s alpha of the EQS-C dimensions varied from 0.80
to 0.93 and 0.95 for the global score in the current sample.
The overall satisfaction results with regard to each dimen-
sion are presented in Table 2. The mean satisfaction scores
were 80 (SD =18.3) for “consultation with the doctor”, 71.7
(SD =26) for “waiting time”, 79 (18.9) for “contact/appoint-
ments”, and 77.5 (SD =16.8) for “reception facilities”.
A total of 64 patients (40.2%) made several comments in the
open-ended comment field of the EQS-C; in particular, these
comments were often negative and pertained to waiting and
reception. Of the 159 patients, 111 (69.7%) intended to con-
sult with their doctor again after the initial consultation.

Factors associated with early outpatient

satisfaction with care

The results of bivariate and multivariate analyses are reported
in Tables 3 and 4. The multivariate analysis included the
significant variables from the bivariate analyses with a
bivariate P-value <0.2 and adjusted for age, gender, and
type of dependence. One variable was associated with the
level of patient satisfaction. Patients with no history of
previous care for substance dependence were more satisfied
with the appointment-making process (3=7.2; P=0.029) and
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Table | Participant characteristics

Characteristics Full sample, Satisfaction Satisfaction P-value
N=249 Outpatient Outpatient
respondents, nonrespondents,
N=159 N=90
n Mean (SD)or % n Mean (SD)or % n Mean (SD) or %
Age 244 384 (10.8) 157 395 (11.1) 87 364 (9.9) 0.03
Gender 0.44
Male 193 745 121 76.1 72 80.0
Female 56 255 38 239 18 200
Marital status 0.78
Never married 104 432 63 414 41 4e6.1
Married/live with a partner 88 365 57 375 31 348
Separated/divorced/widowed 49 203 32 211 17 19.1
Educational level 0.97
Primary school 27 110 17 109 10 11
Secondary school 174 707 712 63 700
High school/university 45 183 28 179 17 189
Living arrangements 0.53
Alone 90 369 56 359 34 386
With family 97 397 65 417 32 363
With friends 50 205 32 205 18 205
Homeless 7 29 3 1.9 4 4.5
Occupational status 0.93
Unemployed/student 145 589 93 592 52 584
Full-time work 79 32.1 51 325 28 315
Part-time work I 45 6 38 5 5.6
Retired I 45 7 4.5 4 4.5
Duration of addiction, years 237 14.5(10.6) 126 146 (11.1) I 143 (10.2) 0.77
History of previous care for substance dependence (yes) 118 484 77 494 41 46.6 0.67
Comorbid axis | diagnosis (yes) 85 346 58 372 27 30.0 0.25
Orrigin of the care request 0.50
Patient 159 644 102 654 57 633
Justice 29 117 19 121 10 11
Medical care 56 227 35 222 21 233
Family 3 1.2 | 0.6 2 22
Type of dependence 0.58
Alcohol dependence 108 434 71 447 37 411
Opioid dependence 141 56.6 88 553 53 589
Self-reported health status
SF-12 physical score 240 459 (9.3) 155 45.1 (9.7) 85 47.1 (9.2) 0.09
SF-12 mental score 240 35.0 (10.7) 155 35.1(10.2) 85 33.8(10.8) 0.85
Q-LES-Q-SF score 245 52.5(18.3) 156 53.1(18.2) 89 51.4(184) 0.46
HADS
Anxiety subscale score 230 10.3 (4.5) 146 10.1 (4.6) 84 10.6 (4.5) 0.45
Depression subscale score 232 8.2 (4.3) 147 8.1 (4.5) 85 84 (4.0) 0.60

Abbreviations: SD, standard deviation; SF-12, Short-Form 12; Q-LES-Q-SF, Quality of Life Enjoyment and Satisfaction Questionnaire-Short Form; HADS, Hospital Anxiety

and Depression Scale.

with the doctor consultation (B=10.3; P=0.003) than those
who received care previously. The proportion of variance
explained (ie, R*) ranged from 0.06 (reception dimension)
to 0.20 (consultation with the doctor dimension).

Discussion
In our study, one characteristic was associated with early out-
patient satisfaction with care among patients with alcohol or

opioid dependence. Among the sociodemographic, clinical,
and self-reported health status characteristics selected,
patients with no previous history of care for substance
dependence tended to be more satisfied with appointment
making and consultation with the doctor than were those
who had received care previously. These results might be
useful for interventions among clinicians to make them
more aware of patients with a history of previous care who
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Table 2 Outpatient satisfaction with care

Satisfaction with care EQS-C responders,

N=159

n Mean (SD) or %

EQS-C scores

Contact/appointments 154 79.0 (18.9)

Reception facilities 156 77.5(16.8)

Waiting time 156 71.7 (26.0)

Consultation with the doctor 159 80.0 (18.3)
“I think | will continue attending this 159
department”

Agree 24.5

Fully agree 452

Comments on the open-ended EQS-C question 159
“What part of our service do you
think could be improved?”

No comment 59.7
Positive comment 8.8

Negative comment 20.2
Mixed comment 1.3

Abbreviations: EQS-C, Quality of Care Scale in outpatient consultation; SD,
standard deviation.

are at risk of having less satisfactory experiences. Moreover,
if other studies confirm our results, then measures targeted
at clinicians might be created to improve satisfaction and
reduce the risk of withdrawal from care. None of the socio-
demographic, clinical, or self-reported health status factors
were significantly associated with the other two domains
of satisfaction. Although previous works investigating the
satisfaction of care provided to patients with substance use
disorders have shown that participants with higher psycho-
social functioning and better health were more satisfied with
treatment,”®?° our results showed that neither self-reported
health status nor physician characteristics were associated
with early ratings of satisfaction with care. If our results were
not aligned with the previously described positive correlation
between satisfaction with care and health-related quality of
life among patients living with chronic conditions,*® certain
hypotheses should be mentioned. First, the findings sug-
gest that these two concepts represent different aspects of

Table 3 Factors associated with early outpatient satisfaction with care in the contact/appointments and reception facilities dimensions

Patient characteristics

Contact/appointments, N=141

Reception facilities, N=150

Bivariate Multivariate Bivariate Multivariate
analysis analysis* analysis analysis*
R=0.10 R*=0.06
B P-value g P-value S P-value g P-value
Age (years) 0.16 0.25 0.07 0.67 0.17 0.17 0.12 0.42
Gender (male vs female) -1.89 0.60 -0.53 088 -3.19 032 -2.77 038
Educational level (ref: secondary school) 0.84 0.79
Primary school 2.38 0.62 1.08 0.80
High school/university 1.60 0.69 -2.14 0.56
Marital status (ref: separated/divorced/widowed) 0.32 0.52
Never married -5.84 0.I5 -3.48 0.34
Married/with a partner =5.19 021 —4.16 0.27
Occupational status (ref: unemployed/student) 0.48 0.69
Full-time work 4.85 0.06 -1.70  0.56
Part-time work -3.13 038 2.77 0.69
Retired 0.48 0.53 5.74 0.39
Type of dependence (alcohol vs opioid dependence) 4.68 0.12 —1.67 0.63 —1.10 0.68 2.99 0.33
Duration of addiction (years) 0.18 0.21 0.11 0.35
Comorbid axis | diagnosis (no vs yes) 2.58 0.41 3.27 0.24
Orrigin of the care request (ref: health practitioner) 0.24 0.87
Patient -720 0.05 -233 048
Family -9.74 06l —4.43 0.80
Justice -8.16 0.13 -354 049
Setting of care requested (non-teaching hospital vs teaching hospital) —6.67  0.19 -3.78 047 -837 0.06 -6.41 0.16
Previous history of care for dependence (no vs yes) 722 0.04 720 0.03 3.79 0.16 3.6l 0.20
Patient self-reported health status
SF-12 MCs -0.04 078 -0.01 093
SF-12 PCS -0.09 056 -025 0.07 -021  0.17
Q-LES-Q-SF score -0.04 0.64 -0.08 028
Anxiety HADS 0.55 0.11 0.51 0.16 0.16 0.6l
Depression HADS 0.09 0.81 0.24 0.45

Notes: *Adjusted for gender, age, and type of dependence. Bold represents statistically significant values (P<<0.05).
Abbreviations: SF-12, Short-Form 12; MCS, mental health component summary; PCS, physical component summary; Q-LES-Q-SF, Quality of Life Enjoyment and Satisfaction
Questionnaire-Short Form; HADS, Hospital Anxiety and Depression Scale; ref, reference.
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Table 4 Factors associated with early outpatient satisfaction with care in the waiting time and consultation with the doctor dimensions

Patient characteristics

Waiting time,

Consultation with the doctor,

N=150 N=145
Bivariate Multivariate Bivariate Multivariate
analysis analysis* analysis analysis*
R*=0.07 R>=0.20
B P-value g P-value g P-value g P-value
Age (years) 0.06 0.75 -0.09 0.66 0.10 0.43 0.23 0.11
Gender (male vs female) —-6.30 0.19 -5.65 0.25 -5.3 0.11 -2.03 0.58
Educational level (ref: secondary school) 0.42 0.79
Primary school 3.85 0.56 1.72 0.71
High school/university —5.95 0.29 244 0.53
Marital status (ref: separated/divorced/widowed) 0.16 0.22 0.39
Never married -10.7  0.06 -9.30 0.13 -554 0.17
Married/with a partner -8.87 0.13 -9.84 0.09 -2.88 047
Occupational status (ref: unemployed/student) 0.81 0.67
Full-time work 2.99 0.51 3.95 0.22
Part-time work 8.69 0.43 0.72 0.93
Retired -024 098 1.78 0.8l
Type of dependence (alcohol vs opioid dependence) 0.55 0.89 -1.48 0.74 -1.45 0.6l 1.48 0.74
Duration of addiction 0.09 0.6l 0.16 0.22
Comorbid axis | diagnosis (no vs yes) 2.76 0.51 5.34 0.08 57 0.07
Orrigin of the care request (ref: health practitioner) 0.96 0.62
Patient —-6.90  0.79 —4.11 025
Justice -1.02 089 -525 032
Family -254 062 5.19 0.78
Setting of care requested (nonteaching hospital vs teaching hospital) —10.04 0.38 —4.65 032
Previous history of care for dependence (no vs yes) 5.67 0.17 591 0.17 4.98 0.08 10.3  0.003
Physician characteristics
Academic qualifications (senior vs junior) —4.00 0.36 —4.01 0.19 1.20 0.77
Duration of clinical practice -0.35 0.28 -0.31 0.16 0.22 0.53
Patient—physician gender match (yes vs no) -3.3 0.44 -7.55 0.04 53 0.12
Patient self-reported health status
SF-12 MCS -0.04 084 0.04 0.77
SF-12 PCS -0.12 057 0.02 0.91
Q-LES-Q-SF score -0.03 0.80 0.01 0.96
Anxiety HADS 0.14 0.77 0.22 0.51
Depression HADS 0.42 0.40 0.01 0.98

Notes: *Adjusted for gender, age, and type of dependence. Bold represents statistically significant values (P<<0.05).
Abbreviations: SF-12, Short-Form 12; MCS, mental health component summary; PCS, physical component summary; Q-LES-Q-SF, Quality of Life Enjoyment and Satisfaction
Questionnaire-Short Form; HADS, Hospital Anxiety and Depression Scale; ref, reference.

patients’ experiences. Alternatively, the fact that no health
status aspects predicted satisfaction does not prove that health
status and satisfaction with care are unrelated. The small
number of patients included reduced the power; therefore,
true relationships between health status and early satisfaction
with care might not have been detected.

Compared with studies reporting the satisfaction scores
associated with French outpatient medical and surgical
departments at public teaching hospitals in Paris, the current
study included a homogeneous population of outpatients with
substance dependence. The results showed that the mean
satisfaction scores in domains ““‘consultation with the doctor”,
“appointment making” and “reception” were well below 80,
whereas the mean score for the “waiting time” dimension

was more aligned with the previous results.> Long waiting
time has been identified in psychiatric outpatient settings
as a primary cause of low patient satisfaction ratings, and
previous studies have reported that patients who had waited
for a long time were more dissatisfied with staff, with their
prospects of influencing their care, and with the care that they
received.’? In light of these findings, the results of this study
indicated that practitioners working in outpatient settings
must continually improve the technical and interpersonal
aspects of the care that they provide because dissatisfac-
tion with initial contact might lead patients to cease care or
consult elsewhere."

Several methodological limitations should be discussed.
First, a small number of patients were included in this study,
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which probably limits the statistical power. Second, our find-
ings might not be generalizable to other groups of patients
with substance dependence, nor might the sample be fully
representative of patients who begin treatment for substance
dependence. Third, a single measure was used to assess sat-
isfaction with care. The results might vary with the choice
of another satisfaction measurement or instrument, and this
possibility cannot be explored within the current dataset.
Fourth, despite the large number of determinants included
in the analyses, the multivariate models explained between
6% and 20% of the explained variance; thus, other factors
not accounted for by our study should be included in future
research. Previous studies in psychiatric research suggested
that generic instruments might not be relevant to psychiatric
assessments of inpatient satisfaction, as patients with psychi-
atric disorders have specific and varying expectations regard-
ing inpatient care.*** These observations led researchers to
develop a specific self-administered and multidimensional
questionnaire to assess inpatient satisfaction. The results
of this study might support the development of a specific
early satisfaction questionnaire for outpatients undergoing
care for substance dependence, as they might have specific
expectations regarding satisfaction that are not adequately
captured by generic instruments. Nevertheless, despite the
use of a specific questionnaire for psychiatric inpatient care,
the proportion of variance explained was not higher than
those estimated in our models.*

To the best of our knowledge, this study is the first to
assess the effect of various demographic, psychosocial, and
health-related determinants on satisfaction among individuals
who are alcohol or opioid dependent and beginning outpatient
care. The present study has several strong methodological
merits, such as the use of a multidimensional validated out-
patient satisfaction questionnaire and a study design requiring
completion of the satisfaction questionnaire at home, restrain-
ing a variant of the Hawthorne effect.** The 63.8% response
rate for the outpatient satisfaction questionnaire in our sample
should be emphasized because it is consistent with the 65%
response rate obtained using the same satisfaction question-
naire applied in French medical and surgical departments and
similar to the results of the studies using other instruments
in outpatient psychiatric care centers.**!*” This response
rate emphasizes the importance that patients with substance
dependence attribute to evaluating their own care, and it is a
positive indicator of patients’ future willingness to measure
their satisfaction in substance-dependence care settings.
Moreover, the demographics of our patient sample were con-
sistent with those in the literature. One-quarter of the patients

in this study were women, which is consistent with the pro-
portion of female patients in addiction research. Moreover,
the mean duration of substance dependence was consistent
with the time taken to establish substance dependence.?®
Compared with the 9% of people who were unemployed and
the 30% of people living alone among the French population
over 18 years of age, the high proportion of patients who
were living alone and unemployed (close to 60%) reflects
the social and familial causes or consequences of substance
dependence.***! No differences between the satisfaction sur-
vey respondent and nonrespondent groups were observed in
the sociodemographic and clinical variables, except for age.
This observation is important because it is believed that the
health status or sociodemographics of nonrespondents may
differ. The results concerning poor self-reported quality of
life in both the mental and physical health domains were
consistent with studies using the SF-12 or SF-36 question-
naires that indicated that patients with substance dependence
present impaired self-reported quality of life, particularly
in the mental domain.'7*>* The results of this study did not
reveal significant differences between the respondents and
nonrespondents with regard to their baseline self-reported
quality of life or their anxiety-depression assessments. The
respondents were older than the nonrespondents, consistent
with previous studies conducted in inpatient care settings
showing that sociodemographic characteristics, such as
age, differ between nonresponders and responders.!”” We
hypothesize that older participants are more concerned about
evaluating their own care.

Conclusion

The results of this exploratory study have both practical and
theoretical implications because they offer a starting point for
measuring the early satisfaction of outpatients with substance
dependence. From a practical perspective, the early satisfac-
tion scores of patients with substance dependence should be
improved, and no sociodemographic or health-related factors
appear to be associated with early satisfaction with outpatient
care. From a theoretical perspective, the factors that affect
patients’ ratings of satisfaction with early care must be better
understood because additional information regarding the fac-
tors that negatively affect such ratings might enable caregivers
and outpatient management facilities to improve the patient
experience early in the care process and limit the number of
early drop-outs. Thus, future studies should identify the fac-
tors that influence the early satisfaction of outpatients. Future
qualitative and in-depth interviews might help to provide
more information regarding how individuals with substance

submit your manuscript

894

Dove

Patient Preference and Adherence 2017:1 |


www.dovepress.com
www.dovepress.com
www.dovepress.com

Dove

Determinants of outpatient satisfaction

dependence perceive satisfaction and to determine which
factors affect their early satisfaction with outpatient care.
Moreover, longitudinal studies might reveal additional infor-
mation about patient satisfaction with substance dependence
care, especially in terms of the effect of early satisfaction on
health-related outcomes and how early dissatisfaction might
predict the withdrawal of care among these patients.
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