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P atient satisfaction is an immediately measur-
able short-term variable of outcome quality of

medical care.
Patient surveys are among the obligatory instruments

that the Joint Federal Committee stipulates in its quality
assurance guidelines for doctors' practices, and they are a
constituent part of relevant quality management systems. 

Patient-related outcomes are important for quality
monitoring in medical oncology, because clinical para-
meters as end points are available for routine care to a
limited degree only. 

Satisfaction surveys have become internationally
established (1, 2). Often, high overall satisfaction values
are reported for oncology services; problem areas are
highlighted only when specific questions are asked (3, 4). 

The doctor-patient relationship is of crucial impor-
tance for patients' satisfaction (5, 6). Differences and
potential for improvements are often identified in the
quality of medical information and communication (7, 8).

In the context of joint quality assurance, the scientific
institute of hematologists and oncologists in private
practices (WINHO, Wissenschaftliches Institut der nie-
dergelassenen Hämatologen und Onkologen) conducted
a patient survey in office-based hematology and oncology
practices in the autumn of 2006. The study had three
objectives. Firstly, on the basis of a separate evaluation,
each practice was given the opportunity to compare itself
with all office-based oncology practices. Secondly, it
was intended to uncover weaknesses in patient care and
identify the potential for improvement. Thirdly, we
wanted to identify which components differentiated
practices and doctors that were rated as good and less
good. This article deals with the second and third objec-
tives.

Methods
Data were collected in all of Germany from the end of
October to December 2006. All WINHO partner prac-
tices (187 at the time) were invited to participate; 145
(77.5%) agreed to this. For reasons of practicality and
cost, an in-house survey was conducted. The participating
practices received questionnaires (anonymized, for pa-
tients to complete themselves), explanatory leaflets for
the staff, and a collection box. The questionnaires were
handed to the patients by the practice staff. This guaran-
teed that even in larger practices, patients received a
questionnaire that included the name of their own treating
physician. 
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The intention was to only survey patients who had
attended the practice at least once before the study and
who were therefore in a position to give their own eval-
uation. The survey was limited to patients with an onco-
logical or hematological diagnosis. The practice staff
was instructed to hand the questionnaires to all patients
to whom the listed criteria applied. The collection box
was to be placed in a position such that the questionnaires
could be returned unobserved. The questionnaires were
usually completed in the waiting room.

The four page questionnaire was developed by
WINHO, in collaboration with practice representatives,
with consideration of the particularities of oncological
services. The concept was developed with a view to
comparable instruments for measuring patient satisfac-
tion (9). Except for a standard pre-test, no validation of
the questions was undertaken. The main section of the
questionnaire comprised 29 questions about the practice,
the staff, the treating physician, and the patient's ability
to help themselves. Additionally, data about the number
of consultations over the preceding 6 months, access to
the practice, sex, and age (in categories) were asked. No
further demographic data were collected so that the
questionnaire could easily be completed during each
patient's wait in the practice.

For the evaluations, for which the authors used the
software package SPSS 15.0, responses from 15 272
patients were available that originated from 251 doctors
in 145 practices. The investigators examined whether
the 42 nonparticipating WINHO partner practices differed

in any way from the 145 practices in the study sample
(for example, with respect to practice size, location,
federal state). No deviations were seen that might indicate
that the sample was not representative for all WINHO
partner practices. 

The response rate at the patient level was 68.8%. The
average response rate at the level of the practices was
68.4% (standard deviation 23.6%, minimum 12.1%).
The response rate remained below 30% in only 7.6% of
practices. It was not possible to calculate the proportion
of surveyed patients in the total practice population as
the totals were not known. The distribution of socioeco-
nomic characteristics (table 1) was mostly consistent
with that of the total number of patients in oncology
practices (10). 

Table 1 shows the distribution of patient characteristics.
The high proportion of women (56.8%) surveyed is con-
sistent with the proportion of female patients in the prac-
tices. The number of gynecological tumors treated and
the higher number of female patients with benign hema-
tological diagnoses were contributing factors. Among
those surveyed, the proportion of older patients (>70
years), at 29%, is slightly smaller than their proportion
in practices' patient statistics (32%). Patient data relating
to access to the practice show that three quarters of those
surveyed had been referred to the practice by their family
doctor/general practitioner/specialist or by a hospital;
private information sources were mentioned only rarely.

Table 2 shows that 54.5% of all practices—notably
more than in other medical specialties (11)—were run as
group practices. Eight out of 10 practices were in the old
federal states (former West Germany), but relative to the
size of the populations, oncology and hematology prac-
tices from the old and new federal states (former German
Democratic Republic) were equally well represented
(12). Practices in large cities (>100 000 population) were
also slightly over-represented, at 56%. 

Of the 29 items in the main section of the question-
naire, 24 items are of interest for this article, which fall
into 2 categories: satisfaction with the practice (10
items) and with the treating physician (14 items). The
wording of the items is shown in tables 3 and 4. To test
the dimensionality of the items, the authors conducted
exploratory principal component analyses. This method
is used to lower dimensions for analysis and, on the
basis of correlations of individual items, tests whether
several items constitute a joint latent dimension or com-
ponent (13). The items used in our study did not meet
one of the criteria required for principal component
analysis (interval scaling). We therefore tested and con-
firmed the results in a second step by using principal
component analysis of categorical data. 

The results of the principal component analysis sug-
gested, according to Kaiser's criterion, the division of
the 10 items measuring satisfaction with the practice into
two scales: "practice furnishings and equipment" and
"staff and organization" (e-table 1). The 14 items on
satisfaction with the treating physician reflect a single,
joint dimension (e-table 2). For the evaluations that
follow, the investigators combined the items of one

TABLE 1

Patient characteristics (n=15 272)

Sex

Women 56.8%
Men 43.2%
Total No 13 878

Age

< 40 years 5.4%
41–50 years 11.8%
51–60 years 20.0%
61–70 years 34.1%
71–80 years 23.5%
> 81 years 5.3%
Total No 14 532

Practice accessed via

Hospital referral 29.5%
Primary care doctor referral 46.3%
Acquaintances/friends 9.1%
Health insurance company 0.25%
Own information 4.9 %
Combination of various access pathways 8.4%
Total No 14 983

Frequency of visits (in preceding 6 months)

1–2 times 18.6%
3–5 times 20.8%
> 5 times 60.6%
Total No 14 339



Deutsches Ärzteblatt International⏐⏐Dtsch Arztebl Int 2008; 105(50): 871–7 873

M E D I C I N E

dimension with equal weight into composite indices,
while coding as follows: "very good" = 1, "good" = 2,
"less good" = 3, and "poor" = 4 (we also used these codes
in the principal component analysis of the categorical
variables). The scales' international consistency is high
(Cronbach's alpha = 0.73 [practice furnishings and
equipment]), alpha = 0.81 [staff and organization], and
alpha = 0.95 [doctor-patient relationship]) (14).

To determine which individual aspects made for the
most notable distinction between practices and doctors
with overall good or poor ratings, we calculated the first
and third quartiles for the three indices. We then calcu-
lated for the practices (indices "practice furnishings and
equipment" and "staff and organization") and doctors
(index "doctor-patient relationship") for the first and last
quarters the differences between the average values of
the individual items. The larger the difference found, the
larger the difference between practices/doctors rated as
overall good or overall poor with regard to the
respective individual aspect of patient satisfaction—that
is, the more a particular item determines the overall
rating.

Results
Satisfaction with practice furnishings and equipment,
staff and organization
Practice furnishings and equipment, and staff and orga-
nization were mostly rated "very good" or "good" (table
3). With regard to the practice furnishings and equip-
ment, only the waiting rooms are less often rated "very
good" and more often "less good." The fact that the dif-
ferences between the first and last quarter were prac-
tically identical for all practices shows that all three
items contribute equally to the overall rating and do not
differentiate between practices with good ratings and
those with less good ratings. 

With regard to staff and organization of practices, 
a high degree of satisfaction was expressed with the
staff's friendliness and helpfulness. Many responders
were critical about waiting times in the practices. Tele-
phone access in emergencies was also seen as a critical
point. However, more than half of the participants did
not actually comment on this item.

The criterion that determined most strongly whether
practices were rated as overall good or less good was the
waiting times. The greatest agreement was found be-
tween ratings of friendliness and helpfulness of the staff
and their willingness to engage with patients' problems
and worries. 

Satisfaction with the treating physician
Differences in ratings of the doctor-patient relationship
were slight (table 4).  

The way in which doctors answered questions relating
to alternatives to traditional medicine was rated compar-
atively critically. However, 37.2% of participants did
not comment on this item. Further items that were rated
poorly were patients' education and advice on risks and
side effects of the treatment, including the patient in treat-
ment decisions, and including relatives.

The question whether the doctor was informed and
his/her knowledge up to date contributed least to the
variance of overall ratings; almost all patients gave their
doctors positive ratings in this regard. The greatest dif-
ferences were seen in the items measuring psychosocial
care ("How does the doctor deal with your questions and
worries?" "Does your doctor take time to see you?"
"Can you address everything that is important to you
with your doctor?" "How well informed do you feel by
your doctor?") and how doctors dealt with questions
about alternatives to traditional medicine. 

Discussion
The results show a high degree of satisfaction of the sur-
veyed patients with their doctors and practices. This
confirms once more in which high esteem physicians
practising in private practice are held by patients (15,
16). Our data are not unusual. As has been shown repeat-
edly, high ratings of patient satisfaction can go hand in
hand with patients' wishes remaining unsatisfied (4, 6).
Data seem to indicate a higher degree of satisfaction
among oncological patients compared with patients
with other diagnoses, and among outpatients compared
with inpatients; however, in-depth comparisons are
lacking (4). The older age of cancer patients (10) is also
a factor because older patients are usually more satisfied
than younger patients (5, 8). Patient-related factors 
were not seen otherwise—except for slightly higher
ratings in the eastern states. 

Apossible limitation of our study lies in the fact that an
in-house method may favor effects of social desirability,
which results in higher satisfaction ratings (16). The
investigators did not conduct a postal survey, for reasons
of cost and practicality as well as participation rates. 

For the reasons listed in the methods section, the
sample cannot with absolute certainty be regarded as
representative of patients in oncology practices; however,

TABLE 2

Characteristics of physicians and practices 
(physicians: n = 251; practices: n = 145)

Physicians by sex

Female 21.2%
Male 78.8%

Practice by number of physicians

1 physician 45.5%
2 physicians 42.1%
3 or more physicians 12.4%

Practice by region

Old German states 80.9%
New German states 19.1%

Practice by size of municipality (head of population)

<20 000 7.1%
20 000 to <100 000 36.9%
100 000 to <500 000 31.2%
�500 000 24.8%



874 Deutsches Ärzteblatt International⏐⏐Dtsch Arztebl Int 2008; 105(50): 871–7

M E D I C I N E

there are agreements with some of the parameters of pa-
tients in such practices. Two selection biases may be
present:

We included only patients who had attended the prac-
tice previously (one visit being the minimum); patients
who changed doctors after one visit were therefore not
included in the study. However, such "voting with one's
feet" is probably less common in oncology, owing to the
patients' illness and limited alternative treatment institu-
tions in oncology than is the case, for example, for family
doctors/general practitioners. This is supported by the
low proportion of patients that were not referred directly
to the oncologist by their family doctor/general prac-
titioner/specialist. If patients had selected the doctors
themselves (after dissatisfaction with the first doctor) a
larger proportion of those surveyed could have been 
expected to have found their oncologist via friends/
acquaintances or other independently gathered informa-
tion.

The second possible selection bias relates to partici-
pation in the survey. In spite of rules about patient inclu-
sion, satisfied patients might show greater willingness
to participate. For this reason, we measured the associa-
tion between the response rate of each practice and the
average patient satisfaction. In case of self selection,
those practices of which mainly the satisfied patients
have participated in the survey would have had to have a

higher rejection rate and thus a lower response rate. The
correlation between response rate and satisfaction would
therefore be negative. Such an association was not found
for any of the 3 scales (practice furnishings and equip-
ment, staff and organization, doctor-patient relation-
ship). The test is meaningless if an identical extent of
self selection is present in all practices. Whether lower
validity of items may be a cause of the high satisfaction
ratings should be subject to further studies. 

The relevant relative differences in results that point
at weaknesses include the waiting rooms. The PASQOC
study already indicated this (including a lack of materials
to entertain patients and information materials) (17).
This is similar in many practices, but patients criticize
only this one aspect, without relevance for their overall
satisfaction with their healthcare. The situation is similar
for the overall satisfaction reported for telephone access
to the practice in an emergency. This was obviously
mainly commented on by patients who had had negative
experiences in this regard, so this criticism carries
weight in terms of the need for improvement. The
appointments system received good ratings in the survey,
whereas the poorer rating of waiting times indicates
problems in some practices. Waiting times in spite of an
appointment having been made were mentioned repeat-
edly as a problem that substantially affects the overall
satisfaction of cancer patients (4, 5).

TABLE 3

Patient ratings of practice furnishings and equipment, staff and organization

Practice furnishings and equipment Very good Good Less Poor n Missing Difference upper/
good data lower quartile*

How do you rate the overall appearance 
of the practice? 62.8% 36.5% 0.7% 0.0% 14 429 5.5% 0.35

How do you rate the hygiene and 
cleanliness of practice rooms and 
lavatories? 64.7% 34.1% 1.0% 0.2% 14 388 5.8% 0.36

How do you rate the furnishings and 
equipment of the waiting rooms? 34.6% 60.2% 4.9% 0.3% 14 043 8.2% 0.39

Staff and organization

How do you rate the friendliness and 
helpfulness of the staff? 80% 19.5% 0.5% 0.0% 14 513 5.0% 0.20

Does the practice staff take an interest 
in your problems and worries? 65% 34% 1.0% 0.0% 14 259 6.6% 0.23

Are you satisfied with appointment
scheduling at your doctor’s practice? 59.3% 38.3% 2.2% 0.2% 14 437 5.5% 0.31

Do you find the waiting times 
acceptable? 32% 58% 9% 1.0% 14 290 6.4% 0.45

How do you rate telephone access 
of the practice in an emergency? 51.5% 42.4% 5.1% 1.0% 6301 58.7% 0.28

How would you rate the working 
atmosphere in the practice? 51.3% 48.2% 0.5% 0.1% 14 018 8.2% 0.29

What is your overall impression of the working
processes and the organization of the practice? 53.8% 45.3% 0.9% 0.0% 14 460 5.3% 0.24

* Difference of mean item values in the area below the 25% percentile and above the 75% percentile of the practices grouped by total index values
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TABLE 4

Differences in the rating of the doctor-patient relationship

Doctor-patient relationship Very good Good Less Poor n Missing Difference upper/
good data lower quartile*

How do you rate the doctor's 
friendliness? 76.4% 22.2% 1.2% 0.2% 14 572 4.6% 0.33

Does your doctor take time to see you? 67.2% 29.9% 2.7% 0.2% 14 494 5.1% 0.37

In your impression, is your doctor well informed 
and up to date in his medical knowledge? 70.7% 28.15% 1.0% 0.1% 14 171 7.2% 0.27

How comprehensible do you find your 
doctor's explanations? 52.9% 44.5% 2.3% 0.2% 14 502 5.0% 0.33

How has the doctor explained your 
diagnosis to you? 54.0% 43.3% 2.5% 0.2% 12 768 16.4% 0.34

How does your doctor deal with your 
questions and worries? 53.8% 43.2% 2.5% 0.4% 14 292 6.4% 0.38

Can you address everything that is important 
to you with your doctor? 60.5% 36.4% 2.6% 0.5% 14 340 6.1% 0.37

How thorough is your doctor in following 
up the health problems that you 
report? 60.5% 36.7% 2.5% 0.3% 14 134 7.5% 0.35

How do you rate the advice about your further 
treatment? 52.1% 44.8% 2.8% 0.3% 13 915 8.9% 0.33

How were your questions about alternatives 
to traditional medicine dealt with? 32.3% 55.4% 10.3% 2.0% 9594 37.2% 0.37

How were you educated and advised 
about the risks and side effects of 
your treatment? 48.4% 45.6% 5.5% 0.5% 13 681 10.4% 0.31

How well informed do you feel by your 
doctor? 55.2% 41.8% 2.7% 0.4% 14 382 5.8% 0.37

Do you feel included in decisions 
about your treatment? 45.4% 50.1% 3.9% 0.5% 13 632 10.7% 0.36

How do you rate the extent to which your 
relatives are included? 43.7% 49.2% 5.9% 1.1% 11 357 25.6% 0.32

* Differences of the mean item values in the area below the 25% percentile and above the 75% percentile of the practices that were grouped by total index values 
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In the doctor-patient relationship, questions about  or
complementary medicine have an important role. For
some patients, this is a total irrelevance, but many re-
sponses reflected patients' wishes for more medical
information about this subject. The results are consistent
with recent findings about the doctor as information
provider for cancer patients (18). The wide use of com-
plementary and alternative therapies in cancer patients
has been shown in many international studies, as has the
patients' need to communicate with their doctors about
this topic (19). Several findings exist about the challenge
that this presents to traditionally trained doctors (20).
Since many doctors received good ratings in oncology
practices, doctors' competence with regard to this topic
should be studied in greater detail to benefit doctors'
advice to patients. 

Although modern cancer therapies are better tolerated
by patients, they still have many side effects (4, 17) that
cannot easily be anticipated. Dissatisfaction with educa-
tion and advice about such risks highlights the common
risk of misunderstandings between patient and oncologist
with regard to complex situations. Further studies are
required into how doctors' communication can be adapted
to patients' needs. This does not relate to quantitative
aspects only but also to appropriate awareness of different
communication levels and media (7). 

Including the patient in decision-making about treat-
ment influences the overall rating of individual doctors,
and individual doctors fare rather better than others. The
problem of how to capture patients' desires for partici-
pation in treatment decisions is well documented (21,
22). However, this is not the only basis for a trusting
relationship (23) as emotional aspects are also important. 

The findings imply that more attention should be paid
to involving relatives. Cancer patients in office-based
practices mostly live with relatives who accompany
them to the doctor's practice and assume important com-
munication tasks (authors' personal data).

Conclusions
The results of a survey of 15 272 patients in 145 oncology
practices have created an important reference base for
the observation and comparison of practices. Without
wanting to diminish the finding of high overall patient
satisfaction, we wish to remind readers that the survey
items that are common in many instruments and that we
used in our survey allow only for limited analysis of
weaknesses.  

Further developments should aim to produce practical
routine instruments that create differences and thus
generate information. In future, patient satisfaction
should not be the only process indicator, but closer asso-
ciations between perceived satisfaction, measured quality
of results, and patient-based disease situation (5, 24).

Further to better theoretical understanding, more
systematic intervention studies are required (25).
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E-TABLE 1

Principal component analysis of items rating practice and staff, factor loadings after orthogonal rotation,
communalities, explained variance  

Item formulation C1: C2:
practice furnishings staff and h2

and equipment organization 

How do you rate the overall appearance of the practice? 0.76 0.28 0.66

How do you rate the hygiene and cleanliness of practice rooms and lavatories? 0.78 0.23 0.66

How do you rate the furnishings and equipment of the waiting rooms? 0.76 0.22 0.63

How do you rate the friendliness and helpfulness of the staff? 0.16 0.72 0.54

Does the practice staff take an interest in your problems and worries? 0.15 0.79 0.64

Are you satisfied with the appointment dates you are given? 0.32 0.64 0.51

Do you find the waiting times acceptable? 0.38 0.53 0.43

How do you rate telephone access of the practice in an emergency? 0.23 0.58 0.39

How would you rate the working atmosphere in the practice? 0.25 0.67 0.51

What is your overall impression of the working processes and the organization of the practice? 0.23 0.57 0.38

Explained variance in percent 31.1 22.3

Results of principal component analysis of 10 items measuring satisfaction with practice and staff. Coding of items: 1 "very good," 2 "good," 3 "less good," 4 "poor."
Shown are factor loadings, the percentage of the total variance explained by the component (C1, C2) after orthogonal rotation and the communalities (h2)
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