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Supplement a Patient Satisfaction Questionnaire 
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Abstract
Objectives: To determine (1) the proportion of

responses to an open-ended question related to
patient satisfaction that could be categorized into 1
or more of 9 previously developed domains of out-
patient care and (2) whether any other important
aspects of care could be identified by adding the
open-ended question to a satisfaction questionnaire. 

Study Design: A 3-month observational study was
done at the internal medicine clinic of an urban
teaching hospital.

Patients and Methods: As part of a patient satis-
faction study, 511 visitors were asked after their
visit, “What are the 1 or 2 things that are most
important to you when you see a doctor?” The
responses were categorized independently by 2
raters into 1 or more of the 9 domains. When these
2 raters disagreed, the responses were read to a
third rater. When either all 3 raters disagreed, or at
least 1 rater thought a new domain was mentioned,
those responses were categorized by consensus.
Interobserver reliability between raters 1 and 2 was
calculated by using Cohen’s κ statistic.
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Patient satisfaction has become an important
outcome in ambulatory medicine. It is being
used as a measure of the quality of care in

many managed care settings,1 and it has been shown
to predict the likelihood of staying with the same
physician.2 Some managed care organizations use
patient satisfaction ratings to provide financial
incentives to physicians.3 Various patient satisfac-
tion questionnaires (PSQs) have been developed;
most use Likert-type scales with closed-ended ques-
tions, either about a specific medical encounter2,4-6

or more global aspects of outpatient medical care.7,8

Results: The 355 responses were categorized as
follows: 303 (85.4%) identified one or more domains
that were part of the previously developed taxonomy,
9 (2.5%) identified a new domain, 11 (3.1%) identi-
fied both old and new domains, and 32 (9.0%) could
not be categorized. Cohen’s κ was 0.57 (P<.001).
Cultural sensitivity and physician honesty were the
additional domains identified, by 1.1% and 4.5% of
respondents, respectively.

Conclusions: The previously developed taxonomy
of domains can be used in this setting to categorize
the large majority of open-ended responses. Such
responses can identify important aspects of care that
were either previously unidentified or were already
identified but given low ratings. This information
then can help improve quality of care.

(Am J Manag Care 1999;5:1542-1549)
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One advantage of using such a format is that it facil-
itates analysis of both individual items and the ques-
tionnaire as a whole (eg, with respect to reliability
and validity measures). It also facilitates compar-
isons between or among settings, providers, and spe-
cialties. Its major disadvantage is that it is too
restrictive from the patient’s point of view; patients
rarely get the opportunity to describe in an open-
ended fashion what is most important to them when
they see a physician.

Clearly, it would be desirable to give patients the
opportunity to respond to open-ended questions,
because that would enable providers to ascertain
what is most important from the patient’s perspec-
tive. These responses can provide unique information
that may not be obtainable from a more conven-
tional PSQ. An open-ended approach to measuring
patient satisfaction also would create an opportuni-
ty to find out whether patients’ needs are being met,
and if not, how this can be improved. Investigators
and managed care organizations may be hesitant to
obtain such information, however, because analyz-
ing these types of responses can be a complex task. 

Few previous authors have attempted, in an open-
ended fashion, to assess patients’ opinions about
what is important to them when they see a physi-
cian, with respect to either a specific medical
encounter or more global aspects of outpatient med-
ical care. One group asked 3 open-ended questions
to 202 predominantly older male veterans after their
clinic visits; the authors then used the responses to
develop a taxonomy of components of patient satis-
faction.9 Another group, in a community-based study
of an older fee-for-service population, used open-
ended methods (ie, focus groups) to help them devel-
op an expansive list of elements of care thought to be
important to high-quality office-based care. This list
formed the basis for a questionnaire that asked study
participants to rate the importance of these elements
on a 4-point scale. In addition to using open-ended
methods to develop their questionnaire, the authors
defined a taxonomy of 9 domains of care and then
classified each element into 1 of the 9 domains.
Despite the expansiveness of both the questionnaire
and the domains they defined, the authors acknowl-
edged that certain elements may have been inadver-
tently neglected by not inviting open-ended com-
ments from participants.8

Given the potential advantages of asking an open-
ended question and the fact that such taxonomies
exist,8,9 2 questions arise. First, can such tax-
onomies be used to categorize these types of
responses from patients in settings different from

those used by the previous researchers thereby
making the process of analyzing the responses less
complex and more feasible? One can make the
empiric argument that most aspects of care that
patients think are important will likely fall into one
of the categories or domains in either taxonomy;
responses that fit into these categories or domains
would be unlikely to provide information not
already obtainable from a more conventional PSQ.
Second and more important, however, if the taxon-
omy does not capture all of the information, can
open-ended responses identify important aspects
of care that were previously not identified? These
aspects of care may or may not be included in a
more conventional PSQ.

We specifically asked patients an open-ended
question as part of a patient satisfaction study we
conducted in the internal medicine clinic of an
urban teaching hospital. We used the taxonomy of
9 domains of care to categorize the responses to
the open-ended question.8 Our first objective was
to determine the proportion of responses that
could be categorized into one or more of these
domains. If this proportion was high, we thought
it would encourage others to ask an open-ended
question with their satisfaction surveys, because
the responses that could not be categorized (and
therefore might identify new areas of importance)
would make up a relatively small proportion of
the total. This would make the analysis of the
responses more feasible. Our second objective
was to determine from the responses that could
not be categorized whether we could identify any
new domains. Identification of new domains would
suggest that open-ended responses provide infor-
mation that a closed-ended questionnaire alone
may not provide, thereby suggesting an important
role for this type of question in satisfaction sur-
veys. If a practical approach to analyzing respons-
es to open-ended questions could be developed, it
would be an important tool for both managed care
organizations, in their ongoing quality improve-
ment efforts, and investigators in this area.

. . . METHODS . . .

Study Setting and Data Collection
The study was conducted over a 3-month period

in 1994 in the internal medicine clinic of an urban
teaching hospital. Patients who were scheduled to
see a resident and had not completed the survey
earlier in the study period were asked by a bilingual
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research assistant to anonymously complete pre-
and postvisit surveys, which were available in
both English and Spanish. Verbal informed con-
sent was obtained from the participants, and the
hospital’s institutional review board approved the
study protocol. The previsit survey asked for
demographic, socioeconomic, and health-related
information, plus reasons for visiting and health-
care utilization in the past year; this survey was
similar to a previously used instrument.10 The
postvisit survey included a modified version11 of
the American Board of Internal Medicine PSQ.4 It
also asked for waiting time, visit length, and inter-
preter use. Lastly, the postvisit survey included an
open-ended question: “What are the 1 or 2 things
that are most important to you when you see a
doctor?” Our analysis of the responses to this
question forms the basis of this report. 

Study Sample
During the study period, 2190 of 4663 scheduled

patients (47%) showed up for their appointments.
Residents saw 1240 of these patients. The form had
been completed previously by 257 patients, and 102
spoke neither English nor Spanish, making 881 eli-
gible. A total of 810 patients were approached (71
were not approached because the clinic was too
busy). Two hundred fifty-nine of these patients were
either unable (eg, they were hard of hearing, they
were too sick) or refused to participate, 36 com-
pleted the previsit survey but either left out the res-
ident’s name or did not complete a PSQ, and 4 sur-
veys were missing, leaving 511 completed PSQs
(63% of the patients approached). Responses to the
open-ended question were obtained from 355
patients (69% of the 511 who completed PSQs, or
43% of the 810 approached). 

Data Analysis
We used the taxono-

my shown in Table 1 to
categorize the responses
to the open-ended ques-
tion.8 Methods similar to
those used previously
were used to categorize
each response into a par-
ticular domain.12

Respondents who indi-
cated more than one
domain in their respons-
es were given credit for
each domain they men-
tioned. Table 1 shows
examples of responses
given by patients in this
study that were catego-
rized into each of the
domains. 

We compared respon-
dents to nonrespon-
dents, using t tests for
continuous variables,
Pearson chi-squares for
dichotomous variables,
and Mann-Whitney U
tests for ordinal categori-
cal variables. The nonre-
spondents included the
36 patients who com-
pleted the previsit sur-
vey but either left out

Table 1. Previously Defined Domains of Care

Physician clinical skill
“That the doctor takes his time examining me and that he listens to what the problem is.”
“That I am examined and checked out very well.”

Physician interpersonal skill
“They listen and take an interest in you.”
“Our relationship as doctor and patient.”

Office support staff
“That everyone is pleasant and that they speak to me clearly.”

Office environment
“There are always a lot of people in the waiting room.”

Provision of health-related information
“Clear explanations.”
“Answer my questions, and explains everything I need to know.”

Patient involvement in care and respect for patient values
“That they pay a lot of attention to what one has to say about one’s own health.”
“He/she…respects me as a person.”

Nonfinancial access
“Promptness, . . . ”
“Not having to wait a long time to be seen.”

Finances
“. . . I need my doctor to help me…with my insurance papers.”
“That they help me and give me Medicaid.”

Coordination of care
“Test results.”
“. . . Ask other doctor when in doubt.”

. . .  PATIENT SATISFACTION . . .



the resident’s name or did not complete a PSQ, plus
the 156 patients who completed both the previsit
survey and the PSQ but did not answer the open-
ended question.

. . . RESULTS . . .

Patient Characteristics
The characteristics of the respondents are shown

in Table 2. Those respondents who spoke neither
English nor Spanish completed their surveys pri-
marily through their interpreters. Some respon-
dents spoke neither English nor Spanish, but
were accompanied by an interpreter who com-
pleted the survey for the respondent. The respon-
dents were more likely than the nonrespondents
(P<.05) to report better health status, fewer rea-
sons for visiting, longer visit lengths (29.4 vs 24.1
minutes), and higher socioeconomic status. 

Categorization of Responses 
The responses were read simultaneously to

two of the coauthors (BDB and GER, whom we
also will refer to as raters), who independently
categorized each response into one or more of the
domains in the taxonomy. They agreed on the
categorizations of 189 of the 355 responses
(53%). Cohen’s κ statistic,13 the interrater relia-
bility measure used when 2 raters are asked to
rate nominal variables, was 0.57 (standard error
= 0.02, P <.001). The remaining 166 responses
were read to a third rater (MJF), who categorized
the responses independently of the other 2; rater
3 agreed with rater 1 or 2 in another 65 cases. All
raters had the option of categorizing a response
into one or more domains that were not part of
the taxonomy. When 2 of 3 raters agreed on the
categorization of a response into a domain(s) that
was part of the taxonomy, this was taken as the
final domain(s) for that response. When all 3
raters disagreed with one another or at least one
rater categorized a response into a domain that
was not part of the taxonomy, the responses were
categorized by group consensus. There were 101
(=166 - 65) responses in the former category and
44 in the latter. 

As a result of this process, all of the responses
could be classified into 1 of 4 categories. They
were (a) reporting one or more domains that
were part of the taxonomy; (b) reporting one
or more domains that were not part of the tax-
onomy (ie, new domains); (c) reporting
domains from both categories a and b; or (d)

not categorizable (ie, they were either too vague
to categorize or suggested the respondent did not
understand the question). Three hundred and
three  (85.4%) of the 355 responses were classified
into category a, 9 (2.5%) into category b, and 11
(3.1%) into category c. Thirty-two (9.0%) were clas-
sified into category d; examples included
“Everything,” “My health,” “OK,” “Very good,”
“Excellent,” and “All the doctors are very good.”
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Table 2. Characteristics of Respondents (n = 355)

* Low SES = annual income less than $10,000, education less than
high school graduate, and not currently employed.
†Complex = more than 3 medications per day or more than 3 med-
ical problems.

Characteristic Value

Age (n = 327)
Mean ± SD 47.0 ± 14.7 y

Gender (n = 354)
Male 125 (35.3%)
Female 229 (64.7%)

Socioeconomic status (SES) (n = 325)
Low* 141 (43.4%)
Not low 184 (56.6%)

Self-rated health status (n = 352)
Poor 72 (20.5%)
Fair 201 (57.1%)
Good 71 (20.2%)
Excellent 8 (2.3%)

Language (n = 355)
English 236 (66.5%)
Spanish 110 (31.0%)
Seven other languages 9 (2.5%)

Country of origin (n = 344)
Continental United States 207 (60.2%)
Dominican Republic 48 (14.0%)
Puerto Rico 51 (14.8%)
Nineteen other countries 38 (11.0%)

Number of reasons for visiting (n = 348)
1 207 (59.5%)
2 96 (27.6%)
≥3 45 (12.9%)

Complexity (n = 334)
Complex† 174 (52.1%)
Not complex 160 (47.9%)

Waiting time (n = 334)
Mean ± SD 40.1 ± 31.1 min

Visit length (n = 309)
Mean ± SD 29.4 ± 18.2 min
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Table 3 shows the proportion of respondents who
reported each domain, including new domains. The
3 most frequently mentioned domains were, in
descending order, physician interpersonal skill,
physician clinical skill, and provision of health-relat-
ed information. At least 1 of these 3 domains was
mentioned by 287 respondents (81%). We defined
the 2 new domains as cultural sensitivity and physi-
cian honesty. Examples of responses that belonged to
the former were “That Hispanics are treated better”
and “Please try to hire Hispanic people to help your
patients”; examples of responses that belonged to the
latter were “To be honest” and “That they tell me the
truth.”

. . . DISCUSSION . . .

The purpose of this study, in which we asked an
open-ended question as part of a patient satisfaction
study, was twofold. Our first objective was to deter-
mine the proportion of responses to this question
that could be categorized into 1 or more of the 9 pre-

viously defined domains of care in the taxonomy we
used.8 We found that 85.4% of the responses (ie, the
303 responses) in category a could be categorized
into one or more of these domains. Our second
objective was to determine, from those responses
that could not be entirely categorized into 1 or more
of these 9 domains, whether we could identify any
previously unidentified domains. Although not men-
tioned frequently, 2 such domains could be identi-
fied; they were cultural sensitivity and physician
honesty. 

Our first objective addressed the issue of whether
using the taxonomy made it more feasible to analyze
these open-ended responses. One way to use the
taxonomy is to classify the responses more general-
ly as being either in category a or “other” (ie, com-
bining categories b, c, and d) and then focusing only
on those that are classified into the “other” category,
because they would form the basis for the new
domains and therefore would require more detailed
analysis. This use of the taxonomy acknowledges the
fact that the responses in category a would be unlike-
ly to provide information that is not already obtain-

able from a more conventional PSQ. Thus, the
smaller the proportion of responses in the
“other” category, the less complex the task of
analyzing those responses. The fact that only
15% of our responses were classified into this
latter category (and more than half of these
were further classified into category d) sug-
gests that using the taxonomy in this way can
address some of the complexity issues. Even
though identifying new domains is the most
important reason to ask this type of question,
it is important to acknowledge that making the
determination of “new “ or “not new” is likely
to be the most time-consuming part of the
analysis, even if a rater focuses on those
responses that may describe new domains.

Therefore, an open-ended question can be
used most practically in either of 2 ways. The
first option is to ask such a question once, over
a defined period of time, to identify domains
that are unique to a particular setting; one can
then revise the PSQ to include closed-ended
items that address those areas. Cultural sensi-
tivity is an example of a domain that we identi-
fied in this way. The other option is to ask for
open-ended responses only if patients give low
ratings on closed-ended items that are already
in the PSQ (ie, they address domains that are
not new); this would give them the opportuni-
ty to describe their reasons for such ratings.

Table 3. Number and Proportion of Respondents Who
Reported Each Domain, Including Newly Defined
Domains (n = 355)

* The sum of the percentages is greater than 100% because respondents
were given credit for each domain they mentioned. 

Domain No. (%) of Respondents*

Original

Physician interpersonal skill 189 (53.2) 

Physician clinical skill 90 (25.3)

Provision of health-related information 84 (23.7) 

Nonfinancial access 33 (9.3)

Patient involvement in care and respect 
for patient values 18 (5.1)

Coordination of care 7 (2.0) 

Finances 2 (0.6)

Office environment 1 (0.3)

Office support staff 1 (0.3)

Newly defined

Cultural sensitivity 4 (1.1)

Physician honesty 16 (4.5)

. . .  PATIENT SATISFACTION . . .
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Physician honesty is an example of a domain in our
setting that was identified in this way. This approach
can be used in an ongoing fashion, whether or not
one uses an open-ended question to identify unique
domains. The other important advantage of this
approach is that it does not require the same invest-
ment of time and effort as the first option.

The 2 domains we identified may be somewhat
more specific to our setting. Approximately one
third of the respondents were non–English-speak-
ing, so it is not surprising that cultural issues are
important for these patients when they see a physi-
cian. Conversely, such patients were not included in
the studies in which the taxonomies were devel-
oped,8,9 so it is not surprising that this aspect of care
was not mentioned by those respondents. Language
and cultural barriers have been cited by many
authors as having a negative impact on both the
quality of care and access to care among patients
with limited English proficiency.14,15 The open-
ended question gave our patients the opportunity to
raise their concerns about this aspect of their care;
had we relied solely on a closed-ended question-
naire, this issue might have gone unnoticed. In addi-
tion to increasing a managed care organization’s
awareness of aspects of care that may be more spe-
cific to a certain setting, open-ended questions cre-
ate an opportunity to revise a PSQ if a certain issue
is raised frequently enough. The fact that relatively
few respondents actually mentioned the issue of cul-
tural sensitivity in their responses should not mini-
mize its importance; this may have occurred because
the PSQ that preceded the open-ended question did
not mention this issue at all. Furthermore, the 4
(1.1%) respondents that mentioned cultural sensitiv-
ity actually represented 3.4% of the 119 non–English-
speaking respondents, for whom this issue is most
relevant.

There are many possible reasons why patients
mentioned honesty as an important issue for them
when they see a physician. Obviously this is an
attribute that is desirable in all physicians; it is men-
tioned in our questionnaire,11 and physician candor
is included in the taxonomy developed in the veter-
ans’ study.7 The fact that some patients mentioned
this attribute in their responses, however, suggests
that they had concerns about whether or not their
physicians were being honest with them. One can
hypothesize that these concerns would arise more
often in our type of setting than in a community-
based setting, because patient-physician relation-
ships in the former are not as longstanding as they
are in the latter. Another reason is that these

patients, many of whom are medically underserved,
may feel less trusting of physicians in general than
other patient populations are. 

The fact that physician honesty was mentioned at
all in the open-ended responses emphasizes an
important advantage of the open-ended approach. A
closed-ended scale generates a level of satisfaction
(or dissatisfaction) with a certain physician behav-
ior or aspect of care. On the other hand, an open-
ended response can provide a description of what
caused dissatisfaction, as well as suggestions as to
how a certain behavior or aspect of care can be
improved, even one that is already known to be
important. Because quality improvement is a high
priority among providers, managed care organiza-
tions, and other healthcare delivery systems, this
kind of information actually might be more helpful
in bringing about improvements than the informa-
tion available from a closed-ended questionnaire.
Even though physician honesty was a previously
identified and obviously important aspect of care,
the open-ended responses provided information
about that aspect of care in our setting that would
not have been available from the PSQ alone. This
information could then form the basis for interven-
tions to improve the quality of care. Responses relat-
ed to physician honesty could lead to additional
training in interpersonal skills for the physicians
involved, especially as it relates to building trust and
breaking down barriers that result in mistrust.
Similarly, the cultural issues raised could lead to the
hiring of more interpreters, as well as education of
providers and employees about cross-cultural
aspects of care. 

Several limitations need to be kept in mind when
interpreting these results. The first, and perhaps most
important, issue is the practical one already discussed.
Obviously, significant costs in time and money are
incurred when responses to an open-ended question
are analyzed, which might make it prohibitive for a
site to obtain this kind of information. 

Another issue relates to the generalizability of our
findings. These data were collected in a specific set-
ting. Therefore, the potential usefulness of this tax-
onomy for the purpose of analyzing responses to an
open-ended question should be assessed in other
academic and community-based settings, which
include diverse socioeconomic and ethnic groups, to
determine the reproducibility of our findings. 

One also needs to be aware of the potential for
bias related to selection, nonresponse, and the dis-
tribution of responses. We have data from patients
who came for scheduled appointments, agreed to
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complete pre- and postvisit surveys, and answered
the open-ended question. The participants who did
not answer this question tended to report poorer
health status, lower socioeconomic status, more
reasons for visiting (ie, they had greater expecta-
tions for their visits), and shorter visit lengths. In
an earlier study, we found these factors to be asso-
ciated with lower levels of patient satisfaction.11

The data might have looked different if we had
been able to collect information from the nonre-
spondents as well as those who were otherwise
excluded (eg, patients who refused, were too ill to
participate, or were missed because the clinic was
too busy). The distribution of responses in Table
3 shows that relatively few respondents men-
tioned domains other than the 3 most frequently
mentioned ones. This potential bias in the
responses may have resulted from having the
open-ended question follow a PSQ that empha-
sized physicians’ interpersonal skills. The distrib-
ution might have been different if the question-
naire had asked about other aspects of care, or if
patients were asked the open-ended question
before completing the questionnaire.7

A final limitation deals with the subjectivity of
the method of analysis. This is an important issue to
address in analyzing qualitative data; it is possible
that these results could have turned out differently
if the responses had been analyzed by other investi-
gators. We tried to minimize this effect by using
multiple raters and group consensus for all decision
points in the analysis of the responses, but the issue
of subjectivity remains a potential concern.
Recently developed software packages that analyze
qualitative data are available to analyze these types
of responses.16 This software also can be used to
determine the reproducibility of our findings.

Nonetheless, we can draw 2 main conclusions.
First, the taxonomy of 9 domains can be used to cat-
egorize the large majority of responses to an open-
ended question that asked patients for their opin-
ions about what is important to them when they see
a physician. Second, the small proportion of
responses that cannot be categorized into the tax-
onomy can identify certain aspects of care that are
important to patients. They may be previously
unidentified aspects of care that are unique to a par-
ticular setting (eg, cultural sensitivity) or aspects of
care already known to be important, but that were
given low ratings (eg, physician honesty). These
responses can help both providers and managed
care organizations improve the quality of care they

provide. Therefore, we recommend that an open-
ended question be used more widely in satisfaction
surveys, whether it is being used for one or both of the
above purposes. Further research is needed to
address the reproducibility of these findings in other
settings, to develop alternative methods of analyzing
these responses, and to determine whether these
domains add anything analytically to existing mea-
sures of patient satisfaction, thereby improving their
accuracy.
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