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Background: With the predicted shortage of neurologists, care of patients with multiple sclerosis (MS) 
may be affected. Nurse practitioners (NPs) have successfully filled the provider gaps in a variety of care 
settings, with positive effects on care outcomes, including patient satisfaction. The purpose of this study 
was to determine patient satisfaction with physicians (MDs) and NPs in MS centers.

Methods: This is a cross-sectional pilot study wherein a convenience sample was recruited from two MS 
centers. Demographic data were collected previsit, and satisfaction surveys were completed postvisit using 
the Patient Satisfaction Questionnaire Short Form (PSQ-18) and the Visit-Specific Satisfaction Instru-
ment (VSQ-9). Different attributes of satisfaction and visit times were analyzed. 

Results: Patient satisfaction with both types of providers was high. All attributes of satisfaction were 
comparable for NPs and MDs, and they spent similar amounts of time with their patients, often exceed-
ing the scheduled office visit duration. Encounter length was a strong determinant of patient satisfaction: 
VSQ-9 scores were significantly lower (P = .01) when duration was less than 20 minutes. Satisfaction was 
higher (P = .011) in patients who were diagnosed as having MS for 10 years or longer or had progressive 
MS, irrespective of provider type.

Conclusions: This pilot study showed that use of standardized questionnaires to determine patient satis-
faction with NPs and MDs was feasible. With the impending neurologist shortage and the increased MS 
prevalence, a collaborative team approach between NPs and MDs may improve access to care in MS cen-
ters without compromising patient satisfaction. Int J MS Care. 2020;22:129-135.

Multiple sclerosis (MS) is the most com-
mon disabling neurologic disease of young 
adults, characterized by occasional acute 

flare-ups requiring frequent medical monitoring and 
interventions.1 An estimated 1 million people in the 
United States are affected by this disease, which has an 
unpredictable course.2 The National MS Society has 
established the Partners in MS Care Program, which 
refers to “health care providers who have demonstrated 
knowledge and expertise in treating patients with MS.” 
This program includes the MS Centers for Compre-

hensive Care, which have been established to provide 
multidisciplinary, comprehensive care for the MS pop-
ulation.3 Anecdotal evidence from patient groups sug-
gests that persons with MS can have difficulty in gain-
ing access to appropriate care from neurologists and 
that there are substantial wait times for new patients 
to see MS physician (MD) specialists.4 This may be 
compounded by a projected decrease in neurologists. 
A report by the Workforce Task Force of the American 
Academy of Neurology estimates that there will be a 
19% shortfall in the supply of neurologists by 2025.5 
Halpern et al4 found that there will likely be shortages 
in neurologists and the MS workforce within the next 
decade. Nurse practitioners (NPs) trained in neurol-
ogy and MS care may need to be called on to provide 
the essential comprehensive care to this population, 
thereby improving access.

Treating and managing relapses, modifying the 
course of disease, managing symptoms, and improv-
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NPs were attributed to longer consultation times, giv-
ing more information to patients, and re-calling patients 
more frequently than MDs.16 Kurtzman and Barnow21 
compared quality and practice patterns of NPs and PAs 
versus primary care MDs in patients receiving care from 
health centers across the United States. Results showed 
that there were no statistically significant differences in 
NP or PA care compared with primary care MD care. 
In fact, patients seen by NPs were more likely to receive 
smoking cessation advice, and both NPs and PAs were 
more likely to spend time teaching health promotion 
and prevention than were MDs. As care across the life 
span becomes more complex, NPs are being employed 
in many specialty areas.

Advances in MS treatment during the past 2 decades 
have led to the demand for highly skilled providers to 
meet the needs of patients across the disease course.22 
With the advanced training they receive, NPs can treat 
and manage relapses, modify the course of disease, man-
age symptoms, and help improve health-related qual-
ity of life, similar to in other chronic diseases.7 Unlike 
registered nurses, NPs assume an independent provider 
role with the key attributes of autonomy and leadership, 
which equip them to meet the physical, psychological, 
educational, and spiritual needs of this population.22 In 
MS centers, the NP has carried the role of an adminis-
trator, educator, consultant, collaborator, researcher, and 
advocate in addition to being an expert clinician. Their 
clinical practice models vary from independent to collab-
orative to a team (MD+NP) approach in MS centers. It 
is vital to examine satisfaction with NP care in MS cen-
ters when newer models of provision of care are advo-
cated. The purpose of this study is to compare patient 
satisfaction with NPs and MDs during outpatient visits 
in MS centers and to explore clinical and visit-related 
correlates of patient satisfaction.

Methods
A cross-sectional comparative design was used for this pilot 

study. Adult patients from two MS centers on Long Island, 
New York, were selected because both employed MDs and 
NPs who were specialists in MS care. Institutional review 
board approval for this study was obtained from both MS cen-
ters. Written informed consent was obtained from all partici-
pants at the time of recruitment, and anonymity was ensured. 
At the time of their outpatient visit, patients were requested 
to complete demographic, patient satisfaction, and visit-spe-
cific questionnaires. Scheduled office visit time for established 
patients with each practitioner and patient-perceived visit time 
were also obtained.

ing health-related quality of life fall within the scope 
of NP practice.6 Yet NPs are not universally employed 
by MS clinics. Nurse practitioners are licensed by their 
state Board of Nursing to evaluate, diagnose, order and 
interpret diagnostic tests, and initiate and manage treat-
ments, including prescribing medications and controlled 
substances.7,8 Although states may differ in some regula-
tions, in many areas NPs are the primary MS care pro-
viders for patients.

An important metric of the quality of care provided 
by NPs can be measured by patient satisfaction surveys. 
Patient satisfaction has been used as a surrogate marker 
for quality and value of health care delivery in hospitals 
and outpatient clinics.9 Evaluating patient satisfaction 
is clinically relevant because satisfied patients are more 
likely to comply with treatment, actively participate in 
care, and return to the same provider. Contrary to this, 
unsatisfied patients have been shown to have poorer 
clinical outcomes.10.11 Patient–provider interaction and 
support for patient self-management have been shown 
to have a direct positive effect on satisfaction of patients 
with chronic illness.12

As advanced care providers, NPs have successfully 
filled the provider gap in a variety of care settings with-
out compromising patient care outcomes, including 
satisfaction with care.11-14 Chronic illness management 
studies comparing providers revealed similar or higher 
satisfaction with NPs or a team (MD+NP) approach.12 
Equivalent or better satisfaction with NPs compared 
with MDs was noted in various care settings.15,16 Equal 
or improved patient satisfaction with NPs compared 
with MDs and physician assistants (PAs) was evidenced 
by nationally run surveys. A Veteran’s Health Admin-
istration survey of 1,601,828 patients revealed that the 
satisfaction scores increased by 5% when the number of 
NPs was increased. Comparatively, when the number of 
MDs was increased, the satisfaction scores increased by 
1.8%, and when the number of PAs was increased, the 
scores slightly increased or stayed the same. Most of the 
primary care clinic patients preferred to see NPs versus 
PAs and MDs.17 Medicare surveyed 146,880 beneficia-
ries and found that the patient satisfaction results were 
similar across the three providers.18

Meta-analyses and systematic reviews also reported 
positive effects of NP-led care on patient satisfaction, 
both nationally and internationally.19,20 Health outcomes 
were similar for NPs and MDs in primary care settings. 
In fact, nurse-led care had a positive effect on patient 
satisfaction.19 Positive effects on patient satisfaction by 
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patient age, sex, marital status, race/ethnicity, educational level, 
type of MS, disease duration (number of years with diagnosis), 
and number of years with the practice. Patients completed the 
PSQ-18 and the VSQ-9 immediately after the visit. Scheduled 
office visit time for the appointment with each practitioner 
and the patient-perceived visit time were also obtained imme-
diately after the visit. The scheduled office visit time referred 
to the specific amount of time, in minutes, that each provider 
was given for any visit with any person with MS. This varied 
depending on the center; MDs were scheduled for 15 or 20 
minutes per visit and NPs were scheduled for 20 or 30 min-
utes. Patient-perceived time referred to the time, in minutes, 
that the patient believed they spent with the provider. Actual 
time spent with the provider was not obtained.

Data analysis was performed using IBM SPSS Statistics for 
Windows, version 23.0 (IBM Corp, Armonk, NY). The data 
were examined for missing variables and data entry errors both 
manually and using IBM SPSS. No imputation was imple-
mented for missing data. Sample characteristics were described 
using descriptive statistics. The PSQ-18 and the VSQ-9 are 
Likert-type scales and were coded and categorized based on the 
scoring directions. The attributes of patient satisfaction, such 
as general satisfaction, technical quality, interpersonal manner, 
communication, financial aspects, time spent with the provid-
er, and accessibility and convenience, were averaged and scored 
based on the tool directions. To score the VSQ-9, the responses 
from each individual were transformed linearly to a 0 to 100 
scale, with 100 corresponding to excellent and 0 corresponding 
to poor. Responses to the nine VSQ-9 items were then aver-
aged together to create a VSQ-9 score for each person.

Categorical variables (eg, demographic measures) were 
evaluated by frequency distribution and χ2 tests. Variables 
measured using Likert scale ratings (the PSQ-18 and the 
VSQ-9) were analyzed by nonparametric Mann-Whitney U 
tests because the data were measured using an ordinal scale 
rather than a ratio scale. Scores are presented as median or 
mode rather than as mean or SDs.

The two groups of patients—those who saw an MD and 
those who saw an NP—were compared for each attribute of 
the PSQ-18. The level of significance for all statistical testing 
was set at P = .05.

Results
Sixty surveys were collected and analyzed: 30 from 

patients who were seen by an MD and 30 from patients 
who were seen by an NP. Visual inspection of frequency 
distribution of the satisfaction ratings showed the data 
to be skewed toward higher satisfaction ratings. In fact, 
87% of the scores on the PSQ-18 were rated as 4 (satis-
fied) or 5 (highly satisfied), and the mean of the VSQ-9 
scores was 81%.

For purposes of analysis, demographic data were 
recoded to create two groups of approximately equal size, 
where possible, for each variable. Race was recoded into 
white (n = 55 [91.7%]) versus other (n = 5 [8.3%]). Mar-
ital status was recoded to separate married respondents 

Sample
A self-selected convenience sample of patients interested 

in participating was recruited into the study. To be included, 
participants had to have a diagnosis of any type of MS, been 
a patient with the same practice for at least 2 years, and been 
evaluated by both MDs and NPs in different office visits.

Survey Instruments
The survey instruments used were the Patient Satisfaction 

Questionnaire Short Form (PSQ-18) and the Visit-Specific 
Satisfaction Instrument (VSQ-9). Both instruments are public 
documents and are available without charge.

The PSQ-18 was developed in 1994 by Marshall and 
Hays.23 This scale has an acceptable internal consistency reli-
ability (Cronbach alpha of the subscales, 0.64-0.77) and high 
correlations with the overall patterns of the newest longer ver-
sion, PSQ-III.23 For this study, the short survey was selected 
for convenience and feasibility. The PSQ-18 takes 3 to 4 
minutes to complete and measures six aspects of care: techni-
cal quality, interpersonal manner, communication, financial 
aspects, time spent with the provider, and accessibility.23 The 
scale was modified for this study by replacing the word doctor 
with provider.

The VSQ-9 is a 9-item visit-specific satisfaction question-
naire adapted by the American Medical Group Association 
from the Visit Rating Questionnaire used in the Medical Out-
comes Study, a 2-year study of patients with chronic condi-
tions. This tool rates the provider’s technical skills (thorough-
ness, carefulness, competence), personal manner (courtesy, 
respect, sensitivity, and friendliness), and explanations of what 
was done, as well as time spent during the visit, the appoint-
ment wait time, the office wait time, the convenience of the 
office location, and telephone access.24

Procedure
Providers and patients from two National MS Society 

Centers for Comprehensive Care and designated Partners 
in MS Care were recruited for this study. Each center sees 
approximately 2000 patients with MS yearly and offers a full 
array of medical, psychosocial, and rehabilitation services 
required for complete care of patients with MS. Center 1 has 
two MS specialty MDs and one MS-certified NP, and center 
2 has three MS specialty MDs and three MS-certified NPs. 
The NPs and MDs see patients independently, and patients are 
advised to see both providers annually. Both centers are acces-
sible, include multiple disciplines, have numerous support staff 
designated for MS providers and patients, and are well-known 
in the region. Data collection was completed over 6 months on 
specific “MS days” in each center. Those days were Monday, 
Tuesday, and Thursday in center 1 and Wednesday, Thursday, 
and Friday in center 2. During data collection on those MS 
days, all the providers were in the centers, ensuring that each 
provider had patients who participated in the study. The total 
number of days of data collection was 18. To limit selection 
bias, all patients with MS who came to the center on the data 
collection days were offered the survey and then screened for 
inclusion. The first 30 patients who met the criteria in each 
center and completed informed consent forms for the study 
were surveyed. Demographic data were collected, including 
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= .011) (Figure 1). Satisfaction attributes were also com-
pared based on nonprogressive type and progressive type 
of MS course. A significant difference in the attribute of 
accessibility and convenience was noted (P = .029). The 
small group of progressive type reported higher satisfac-
tion in this attribute.

The patient-reported visit time was also noted to 
have an influence on visit satisfaction as measured by 
the VSQ-9 scores. Average visit time was 26 minutes 
for MDs and 27 minutes for NPs, but this was not sig-
nificant (P = .69). Eighty-eight percent of the providers 
spent 20 minutes or more with their patients despite 

(n = 42 [70.0%]) from single, divorced, and widowed 
patients (n = 18 [30.0%]). Employment status was recat-
egorized to compare employed patients (full-time, part-
time, or self-employed) (n = 26 [43.3%]), retired patients 
(n = 12 [20%]), and those who were unemployed or 
on disability (n = 22 [36.7%]). Educational level was 
collapsed to contrast patients with high school or less 
(n = 11 [18.3%]) and those with any college (n = 49 
[81.7%]). All 60 patients had health insurance, and the 
copayment at the visit ranged from $0 to $60 (Table 1).

Clinical attributes were also recoded. Type of MS was 
categorized into progressive type, which included pri-
mary and secondary progressive types (n = 7 [11.7%]), 
and nonprogressive type, which consisted of relapsing-
remitting variety and clinically isolated syndrome (n = 
48 [80.0%]). Five patients (8.3%) reported that they 
did not know their disease type and, therefore, could not 
be categorized. Disease duration (time since diagnosis) 
ranged from 2 to 35 years. Time with the current prac-
tice ranged from 2 to 30 years (Table 2).

The PSQ-18 scores were compared using a Mann-
Whitney U test. Most scores for MDs ranged from 
4.5 to 5.0 and for NPs from 4.0 to 5.0. There was no 
significant difference in any of the attributes of satisfac-
tion between the two groups: general satisfaction (P = 
.07), technical quality (P = .25), interpersonal manner 
(P = .42), communication (P = .23), financial aspects 
(P = .15), and accessibility and convenience (P = .98). 
Visit satisfaction based on VSQ-9 scores was also equal 
(P = .97). Although the difference in time spent with 
the provider was a PSQ-18 satisfaction attribute that 
approached significance (P = .053), the actual difference 
between median times was negligible (approximately 
0.025).

On analyzing all satisfaction attributes based on dis-
ease duration (time since diagnosis), patients with a lon-
ger disease duration (≥10 years) were more satisfied on 
the VSQ-9 average irrespective of the type of provider (P 

Table 1. Demographic and clinical characteristics of 
the 60 study participants

Variable
Participants,

No. (%)

Sex
    Female 45 (75)
    Male 15 (25)
Race
    White 55 (91.7)
    Other: African American/Hispanic/Latino/
Spanish

5 (8.3)

Marital status
    Married 42 (70)
    Other: single/divorced/widowed 18 (30)
Employment status
    Retired 12 (20)
    Employed: full/part/self 26 (43.3)
    Unemployed/disabled 22 (36.7)
Has health insurance 60 (100)
Highest educational level achieved
    High school or less 11 (18.3)
    College 49 (81.7)
Type of MS diagnosed
    Relapsing-remitting 47 (78.3)
    Primary progressive 3 (5.0)
    Secondary progressive 4 (6.7)
    Clinically isolated syndrome 1 (1.7)
    Patient does not know 5 (8.3)

Abbreviation: MS, multiple sclerosis.

Table 2. Participant features and average VSQ-9 score
Feature Participants, No. Range Mean ± SD

Patient age, y 60 30-76 52.77 ± 10.526
Copayment amount paid at visit, $ 60 0-60.00 16.8333 ± 18.24612
Disease duration,a y 59 2.0-35.0 13.695 ± 8.6254
Time with current practice, y 58 2.0-30.0 11.310 ± 7.8923
Patient-reported time spent with provider, min 59 5.00-60.00 26.1017 ± 12.56253
Time allotted for visit, min 60 15.00-30.00 20.6667 ± 5.40454
Average VSQ-9 score, % 60 39-100 73.67 ± 15.188
Valid no. (listwise) 57

Abbreviations: MS, multiple sclerosis; VSQ-9, Visit-Specific Satisfaction Instrument.
aDisease duration is time since diagnosis.
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findings suggest comparable satisfaction scores regardless 
of type of provider (NP or MD) in established patients 
at MS centers. They should also be interpreted with cau-
tion due to the small numbers of patients and providers. 
We showed that there were no significant differences in 
any of the attributes of patient satisfaction measured by 
the two surveys, such as general satisfaction, technical 
quality, interpersonal manner, communication, financial 
aspects, accessibility and convenience, and time spent 
with provider (not quantitative) between the patients 
seen by the MD versus the NP. The visit-specific sat-
isfaction scores measured by the VSQ-9 were also not 
different. In the study by Taylor25 of patient satisfaction 
in the primary care setting in rural Texas, NPs scored 
higher than MDs in all the PSQ-18 subscales. This find-
ing may be related to the rural setting, where provider 
accessibility is different compared with suburban areas.

One visit-related attribute evaluated by this study was 
patient-reported visit time and was found not to be dif-
ferent. Most practitioners averaged 20 minutes, and visit 
satisfaction with provider significantly differed if it was 
less than 20 minutes. Thus, it can be inferred that the 
practitioners spent enough time with each patient based 
on their need. National Ambulatory Medical Care Sur-
vey Community Health Center data (2006-2010) found 
that the time spent per patient was similar for MDs, 

that at one practice all MD and some NP encounters 
were allotted only 15 minutes. Fifty percent of the 
providers spent 25 minutes or more with the patient. 
Looking at the wide range of time spent (5-60 minutes), 
and high satisfaction scores (mean VSQ-9 score, 74), it 
can be inferred that MS providers tend to spend enough 
time with the patient based on their needs. But there 
was a significant difference in VSQ-9 scores when pro-
viders spent less than 20 minutes (P = .01). This differ-
ence was similarly significant in both types of providers 
(Figure 2).

Discussion
This pilot study is likely the first study evaluating 

patient satisfaction with NPs and MDs in the neurol-
ogy outpatient clinic. It represents a fundamental phase 
of the research process to evaluate patient satisfaction 
related to provider discipline. The purpose of conduct-
ing this pilot study was to examine the feasibility of an 
approach intended for use in a needed larger study. We 
compared patient satisfaction with MDs and NPs in two 
MS centers in a suburban area and found no differences. 
Both provider groups scored high in all attributes of 
satisfaction.

The findings of this pilot study are preliminary and 
need further studies to validate them; however, initial 
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Figure 1. Average Visit-Specific Satisfaction 
Instrument (VSQ-9) scores compared by disease 
duration
P = .01 by Mann-Whitney U test. Horizontal lines in middle 
indicate median, while top and bottom borders of box indicate 
third and first quartiles, respectively. Whiskers above and below 
the box mark show lowest and highest values obtained.
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Figure 2. Average Visit-Specific Satisfaction 
Instrument (VSQ-9) scores compared by patient-
reported time in visit
P = .01 by Mann-Whitney U test. Horizontal lines in middle 
indicate median, while top and bottom borders of box indicate 
third and first quartiles, respectively. Whiskers above and below 
the box mark show lowest and highest values obtained.
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the general literature and focused on patient satisfac-
tion with NPs and MDs who provide care to patients 
with MS. Access to MS MDs and continuity of care for 
patients may be reduced as the shortage of neurologists 
increases. The use of NPs (and PAs) can be crucial in 
improving access to MS providers and enhancing qual-
ity of care.32 Advanced care practitioners such as NPs 
and PAs have been shown to be successful in improving 
access to care in primary care settings and in many out-
patient specialty medical practices, reducing wait time 
and improving quality of care.33 Loretta Ford and Henry 
Silver developed the NP role 50 years ago due to the 
demand for primary care services and nursing’s potential 
to meet the need in the setting of physician shortage.34 
As NPs successfully filled the gap in various care settings 
ranging from primary care to specialty care, outpatient 
to acute care, MS centers can successfully develop a cost-
effective quality care model by adding more NPs in their 
care teams.

This preliminary study has several other limitations. 
First, it was designed to be a pilot study involving 
only two MS centers. Owing to this pilot study’s small 
sample, associations between provider type and patient 
satisfaction must be interpreted with caution and limits 
the generalizability of the study.

This pilot study was not a hypothesis-testing study, it 
was an exploratory study. It was supported by evidence 
that suggested that patient satisfaction may be related to 
provider discipline. It did not include a power analysis 
because it was not designed to detect a clinically mean-
ingful difference with the specified inferential statistical 
test. The small sample size in this pilot study was based 
on the pragmatics of recruitment and the necessities 
for examining feasibility. A future study will test this 
hypothesis and will include a power analysis and, there-
fore, an appropriate sample size.

NPs, and PAs.26 A study conducted in an orthopedic 
surgery spine clinic concluded that patient-perceived 
adequate time with the provider resulted in a nearly 
60% increase in Press Ganey overall satisfaction score.27 
Another study noted “greater satisfaction with time 
spent for visits longer than 15 minutes but with less sat-
isfaction with time spent for shorter visits.”28(p133) How-
ever, it needs to be emphasized that the patient-reported 
time may be different from the actual time spent with 
the provider and that most patients underestimate the 
time of consultations.29

This pilot study did not examine any of the specific 
provider attributes in relation to the satisfaction attri-
butes. However, some of the previous studies focusing 
on patient satisfaction attributed the high satisfaction 
with NPs to the type of training they receive.15,25 In 
addition, Budzi et al17 associated the high ratings to 
“paying attention to patient’s educational needs and 
providing for that need, giving individualized care and 
active listening”(p174) by the NPs. Further studies are 
needed that focus on provider attributes contributing to 
patient satisfaction.

The patient-specific factors that were noted to be 
associated with satisfaction are the duration and type of 
MS. Patients with disease duration of 10 years or more 
were more satisfied. Although health status is known to 
affect satisfaction with care,29 this particular effect can-
not be explained based on the current literature because 
MS has a very dynamic course. However, in a study in 
primary care settings, Fan et al30 found that longer length 
of time with the provider is associated with increased 
patient satisfaction and greater adherence to medical 
advice.

Patients with a progressive course of MS reported 
improved scores in accessibility and convenience, which 
also could not be explained based on the current lit-
erature. The progressive type group had a small sample 
size yet the difference in this attribute was statistically 
significant. This may be a limitation of this study in that 
it may reflect satisfaction with the MS center as an orga-
nization and less for the individual provider. However, it 
may be difficult to untangle the provider from the orga-
nization because many patients have no clinical expertise 
and may be influenced by nonmedical factors. Thus, if 
the patient is not satisfied with the office, they are more 
likely not to be satisfied with the provider.31

The findings from this pilot study combined with 
other larger study findings support the role of NPs in 
the care of chronically ill patients. This study added to 

PRACTICE POINTS
•	Patient satisfaction with care provided by nurse 

practitioners (NPs) and physicians was high and 
did not differ by practitioner type. 

•	Patient satisfaction scores for NPs and physicians 
increased when visits were longer than 20 
minutes.

•	A collaborative team approach between NPs 
and physicians may improve access to care in 
MS centers.
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Another limitation is that participants were estab-
lished patients in the center and most of them had been 
in the practices more than 2 years. Both centers were 
located in suburban communities, which limits the find-
ings’ generalizability to urban or rural centers. Finally, 
this study was limited by the staffing of the individual 
providers during the days of data collection.

This study should be replicated to include PAs, 
another fast-growing provider group with similar out-
come goals. A national survey of Medicare beneficiaries 
revealed that there was no difference in satisfaction 
between the provider types (physician, NP, and PA) 
regardless of patients’ sociodemographic characteristics.18 
The PAs were not included in this study because neither 
center employed them.

A larger multisite study is necessary to further explore 
patient satisfaction between provider types with patients 
who are newer to the practice. This study should also 
include an examination of the effect of specific provider 
attributes in light of patient satisfaction. Actual time 
spent waiting for the provider, actual time spent with 
the provider, and scheduled office visit time with the 
provider should be correlated with patient satisfaction. 
Other studies should be performed to determine why 
patients leave an MS practice and explore patient dissat-
isfaction with providers. o
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