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Background: A key indicator of quality of treatment from the patient’s perspective is expressed by
satisfaction with care. Our aim was to (i) explore satisfaction and its relation to clinical outcome
measures; and (ii) explore the predictive value of satisfaction for the course of outcomes over three
years.

Methods: Data of 654 patients with a non-affective psychosis included in a naturalistic longitudinal
cohort study were analyzed. We included 506 males and 148 females with a mean age of 30.47 (SD 7.24)
from The Netherlands. Satisfaction was measured with the self-rating Client Satisfaction Questionnaire-
8. A wide range of interviewer-rated (e.g., Positive and Negative Symptom Scale) and self-rated (e.g.,
World Health Organization Quality of Life); outcomes of low, intermediate and high satisfied patients
were compared using ANOVA, Chi? or Kruskal-Wallis tests. The predictive value of satisfaction level on
clinical outcomes after three years was tested using regression models.

Results: Satisfaction levels were low (19.4%), intermediate (48.9%) or high (31.7%). High satisfied patients
showed significantly better interviewer-rated outcomes, e.g., less severe psychotic symptoms, and self-
rated outcomes, e.g., better quality of life, compared to patients with intermediate or low satisfaction.
Higher levels of satisfaction with care at baseline predicted a reduction of positive symptoms three years
later (B = -.09, P-value =.013).

Conclusions: Satisfaction of patients with psychosis is a valuable monitoring measure since high satisfied
patients show more favorable outcomes ranging from psychopathological symptoms to quality of life.
Further research into explanations of lower levels of satisfaction is commendable in order to improve
outcomes.
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1. Introduction

Patient-centered care is increasingly acknowledged as a
cornerstone of the current health care systems [1]. Care providers
therefore are encouraged to engage patients in their own health
care, for example by shared decision-making. Patient satisfaction
with care is thought to represent a distinctive dimension of quality
of care [2,3] and its importance has been acknowledged a long time
before today’s expansive use. The first statements about patient
satisfaction date back to 1966 and we have seen a growing
tendency to use it as outcome measure in trials [4,5].
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Despite the importance of quality of mental health care, it has
been little researched among psychiatric patients so far. An
important report entitled ‘Can psychiatry cross the quality chasm?’
called for large studies to bridge the gap of quality measurement
and improvement [6]. A review concluded that self-ratings, such as
treatment satisfaction are a valuable measure in psychiatry despite
the fact that severe mentally ill patients could have cognitive
deficits and severe psychopathological symptoms [7]. Although
satisfaction was found to be a major predictor of self-rated quality
of life in a general mental health population, no long-term studies
have yet demonstrated the predictive value of satisfaction in
patients with psychosis [8]. One cross-sectional study by Ruggeri
et al. in 404 patients with schizophrenia showed that dissatisfac-
tion was associated with poorer self- or interviewer-rated outcome
measures, such as more involuntary admissions, more severe
psychopathology, more unmet needs and a lower quality of life
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[9]. To our knowledge, long-term follow-up studies in large
samples of patients with psychosis are lacking.

In this study, therefore, we investigated the role and predictive
value of satisfaction with care of patients in a large group of
patients with a non-affective psychotic disorder. Our aims were to:

e explore satisfaction with care and related patient characteristics,
including treatment history;

o investigate differences between satisfaction levels for self-rated
and interviewer-rated outcome measures, such as psychopath-
ological symptoms, level of functioning and quality of life;

o investigate the predictive value of satisfaction with care on the
course of interviewer-rated and self-rated outcomes in a
longitudinal design.

We expected patients who are highly satisfied with care to be
more adherent to treatment. Hence, we hypothesized that satisfied
patients have better cross-sectional outcomes and show improved
outcomes over time as compared to less satisfied patients.

2. Methods
2.1. Design

Patients included in the present study were part of the Genetic
Risk and Outcome of Psychosis (GROUP) study. The procedure and
population characteristics of the GROUP study have been described
in detail in a separate paper [10]. GROUP is a naturalistic follow-up
study in which 1119 patients diagnosed within the psychotic
spectrum, 1059 siblings, 920 parents and 586 unrelated control
subjects were included at baseline. The main outcome parameter
of the current research “patient satisfaction” was only adminis-
tered at the first follow-up assessment (T1), three years after the
start of the GROUP study. The current research therefore consists of
a subsample of patients for whom this data was available (n = 654).
Patients were identified by clinicians from four study sites and a
total of 36 mental health institutes in The Netherlands and the
Dutch-speaking area of Belgium. Patients were identified through
clinicians working in regional psychosis departments or academic
centers, whose caseload was screened for inclusion criteria.
Subsequently, a group of patients presenting consecutively at
these services either as outpatients or inpatients were recruited for
the study. The AMC was the only inpatient center where a
specialized first-episode treatment program was implemented.
Individuals could participate if diagnosed with a non-affective
psychotic disorder according to the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition [11]. Trained investi-
gators conducted interviews with patients and applied several
rating instruments. Interviewers assessed also the history of
provided mental health care during the previous three years and
sociodemographic variables. We analyzed patients who had
complete datasets for satisfaction levels and symptomatology at
T1 (three years after inclusion to GROUP). Sociodemographic
variables of patients with missing data at T1 were compared with
those of patients with complete data at TO. All participants were
invited to take part in a final follow-up measurement six years
after inclusion (T2). This study has been approved by the Medical
Ethical Committee of the Academic Medical Center of Amsterdam
and written informed consent was obtained before inclusion.

2.2. Outcome measures
Level of satisfaction with the provided health care was assessed

(at T1 only) using the validated Dutch translation of the short
version of the Client Satisfaction Questionnaire (CSQ-8) (Table 1)
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[12]. This consists of eight items scored on a scale from 1 (poor) to 4
(excellent) resulting in a total score between 8 and 32. In line with
previous research [13], we classified level of satisfaction as low (8-
20), intermediate (21-26) or high (27-32). Symptom severity was
measured by administering the Positive And Negative Syndrome
Scale (PANSS), which assesses the core symptoms of schizophrenia
[14]. Items are rated on a seven-point scale (1=absent to
7 = extremely severe). The PANSS consists of three subscales:
the positive, negative and general psychopathology scale. For each
patient, we computed the total score per subscale (range 7-49 for
the positive and negative scale and 16-112 for the general scale).
According to Andreasen et al. [15], the remission criterion was
defined as scores <3 (mild) on eight items of the PANSS.
Functional impairment was assessed with the Global Assessment
of Functioning (GAF) scale with the two subscales psychopatholo-
gy and impairment (American Psychiatric Association, 1992,
2000). Quality of life (QoL) was assessed with the World Health
Organization Quality of Life (WHO-QoL) questionnaire that has
previously been validated in a Dutch adult psychiatric population
[16,17]. This self-report scale assesses QoL on four major domains
(physical health, psychological health, social relationships, and
environmental conditions). Mean scores of these domains were
summed and presented as a total score (range 5-20). Need for care
was assessed with the Camberwell Assessment of Need Short
Appraisal Schedule (CANSAS) [18]. This instrument assesses unmet
needs for care on several life domains (range 1-13), for example
self-care, money and daily activities. Insight was measured with
the Birchwood Insight Scale (BIS) for psychosis [19]. This brief self-
rating questionnaire of eight items addresses the core components
of insight; awareness of illness, need for treatment and relabeling
of symptoms. The total score (range 0-12) was used in the
analyses, with higher scores indicating better illness insight.
Insight was included in a later phase of the GROUP study and
measured at T1 and T2 only as an add-on in a subsample of patients
from two specific study sites (n = 290). Add-on instruments, such
as the BIS, were selected by GROUP-researchers to explore
additional topics after the start of the study.

2.3. Analysis

Analyses were conducted using the Statistical Packages for
Social Sciences (SPSS) 23.0. Normality was checked for all
numerical variables visually (histograms and Q-Q plots) and with
Kolmogorov-Smirnov tests. Differences between groups with high,
intermediate and low satisfaction ratings were compared by one-
way ANOVA, Chi? tests or non-parametric Kruskal-Wallis tests
where appropriate. To control for multiple comparisons, we
performed Bonferroni correction for post-hoc pairwise comparison
tests and all regression analyses with a P-value of < .017 (two-
sided) considered statistically significant. Reported effect sizes are
expressed as n?, R? or Cramer’s V (range 0-1).

To analyze the predictive value of treatment satisfaction on the
course of outcome measures over time, we calculated change

Table 1
Items of the Client Satisfaction Questionnaire-8 (range 8-32).

1. How would you rate the quality of service received?

2. Did you get the kind of service that you wanted?

3. To what extent has our program met your needs?

4. If a friend were in need of similar help, would you recommend our program
to him or her?

5. How satisfied are you with the amount of help you have received?

6. Have the services you received helped you to deal more effectively with your
problems?

7.1n an overall, general sense, how satisfied are you with the service you have
received?

8. If you were to seek help again, would you come back to our program?
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scores for all interviewer-rated and or self-rated outcome
measures (T2-T1). To evaluate selective drop out, we compared
patients to follow-up at T2 to included patients on psychopatho-
logical symptoms at T1. The predictive value of treatment
satisfaction for interviewer-rated and self-rated outcomes was
tested in linear regression models. Total satisfaction score was
used as the independent variable and change scores of outcomes as
dependent variables. We applied logistic regression models to test
the predictive value of satisfaction scores on being in remission
after three years. Release 5.01 of the GROUP database was used for
the analyses.

3. Results
3.1. Study sample characteristics and treatment history

Table 2 represents data of the 654 patients with a non-affective
psychosis of whom CSQ-8 and PANSS data were available. The
mean illness duration of included patients was 7.39 years (SD
3.69). Of this sample, 256 (39%) patients were first-episode
patients who were mainly in remission (96%) at the time of self-
rating the CSQ. Satisfaction with care was rated low by 19.4% of the
654 patients; intermediate by almost half (48.9%); and high by
31.7%. The three groups did not significantly differ in sociodemo-
graphic variables (Table 2). Post-hoc pairwise comparisons using
Bonferroni correction showed significant differences between
high-satisfied and low-satisfied patients with regard to the
medical history. The former included more patients treated as
outpatients, fewer patients residing in assisted or sheltered living
facilities, a lower number of patients being (compulsory) admitted

and if admitted to hospital patients had a shorter length of stay (all
P-values < 004). Patients who rated intermediate satisfaction with
care significantly differed from the high-satisfied patients in that
they were more frequently being compulsory admitted (P=.01).
Furthermore, patients who had rated low satisfaction were more
frequently hospitalized and had a longer length of stay than
moderate satisfied patients (all P-values < 01).

3.2. Cross-sectional interviewer-rated and self-rated outcomes in
relation to satisfaction

Table 3 shows group comparisons for interviewer-rated
(symptomatology n = 654, remission status n =654, GAF n=614)
and self-rated outcome measures (QoL n =645, unmet needs
n = 645 and insight n = 290). Significant between group differences
were found for all variables. Subsequent post-hoc pairwise
comparisons showed that patients in the high satisfied group
had significantly lower severity of symptomatology (P < .001),
were perceived to have a higher level of functioning (P < .001) and
more often met remission criteria (P < .001) compared to the low
and intermediate groups. All self-rated measures in the group of
high satisfied patients significantly differed with those in the other
two groups. We found a higher reported quality of life (P < .001)
and less unmet needs (P < .001) in the high satisfied group. No
significant differences in interviewer-rated or self-rated measures
were found between the groups of patients with intermediate and
low satisfaction. High satisfied patients showed higher scores for
illness insight (P =.001) compared to patients with low satisfac-
tion. Overall effect sizes were small (12 or Cramer’s V < .3), except
for illness insight (1% = .4) (Table 3).

Table 2
Study sample demographics and health care consumption of included patients.
Low satisfaction Intermediate satisfaction High satisfaction Test statistic (df) P-value
(n=127; 19.4%) (n=320; 48.9%) (n=207; 31.7%)
Sociodemographic variables
Gender X=0.72 (653) .699
Male, n 100 250 156
Female, n 27 70 51
F=2.13 (651) 120
Age in years 29.31 (6.94) 30.66 (7.27) 30.90 (7.32)
Mean (SD)
Education, full time (years) Mean (SD) 14.04 (3.44) 14.19 (3.46) 14.63 (3.51) F=1.46 (641) 232
Clinical variables
Duration of Illness in years 7.33 (4.04) 7.54 (3.72) 7.21 (3.41) F=0.48 (629) .618
Mean (SD)
Psychotic episodes 227 (1.22) 2.25 (1.46) 2.21 (1.40) F=0.09 (650) 919
Mean (SD)
Diagnostic classification?, n X=8.01(653)
Schizophrenia 81 220 136 433
Schizophreniform disorder 4 9 13
Schizoaffective disorder 26 58 30
Psychosis NOS 15 32 26
Delusional disorder 1 1 2
Mental health care history
Psychiatric admissions (yes/no), n 66/56 124/185 65/135 X=14.70 (630) .001
From which compulsory, (yes/no), n 26/40 43/81 11/54 X=8.91 (254) 012
Number of hospitalizations 0.89 (1.33) 0.72 (1.33) 0.60 (1.7) F=1.52 (628) 22
Mean (SD)
Number of months hospitalized 6.06 (9.40) 3.64 (7.84) 2.19 (5.57) F=9.84 (624) <.001
Mean (SD)
Day treatment (yes/no), n 39/77 92/209 48/148 X=3.47 (612) .176
Outpatient (yes/no), n 93/27 261/47 178/21 X=8.32 (626) 016
Assisted living (yes/no), n 32/87 62/236 25/166 X=9.35 (607) .009
Antipsychotics (yes/no/unknown), n 83/22/22 248/31/41 153/25/29 X=7.478 (653) .108
Psycho-education (yes/no), n 36/85 108/198 63/167 X=1.509 (626) 470

NOS: not otherwise specified; Significant results are shown as bold P-values.

¢ According to the Diagnostic and Statistical Manual of Mental Disorders 4th edition; Psychosis.
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Table 3

Cross-sectional interviewer-rated and self-rated outcomes in relation to satisfaction at T1 three years after inclusion in the study.

Outcome measures Low satisfaction Intermediate satisfaction High satisfaction P-value Effect sizes
(n=127; 19.4%) (n=320; 48.9%) (n=207; 31.7%)

Symptomatology, median (IQR)*

PANSS Positive subscale 11 (8-15) 10 (7-14) 8 (7-11) <.001 n%=.04

PANSS Negative subscale 11 (8-16) 11 (8-15) 9.0 (7-12) <.001 n?=.05

PANSS General subscale 24 (20-30) 23 (19-29) 20 (17-24) <.001 n?=.05
Remission, n®

PANSS yes/no 69/58 168/152 152/55 <.001 Cramer’s V=.19
Functioning, median (IQR)"

GAF Psychopathology 55 (43-70) 60 (50-70) 65 (55-75) <.001 n?=.05

GAF Impairment 55 (41-70) 60 (45-70) 65 (55-80) <.001 n%=.05
Quality of life, median (IQR)*

WHO-QoL 14 (11-15) 14 (13-15) 15 (14-17) <.001 n?=.10
Needs, median (IQR)"

CANSAS unmet needs 2(1-4) 2 (1-4) 1(0-2) <.001 Cramer’s V=.22
Insight, median (IQR)¢

BIS Illness insight 8 (5-10) 9 (7-11) 10 (8-11) .003 n%=.40

PANSS: Positive and Negative Symptom Scale; GAF: Global Assessment of Functioning; WHO-QoL: World Health Organization Quality of Life; CANSAS: Camberwell
Assessment of Need Short Appraisal Schedule; BIS: Birchwood Insight Scale. Significant results are shown as bold P-values.

4 n=654.
> n=614.
¢ n=645.
4 n=290.
Table 4
Regression analyses of total satisfaction score as a predictor of change scores of outcomes.
Outcome measures AT2-T1 B SE (B) n Effect sizes P-value
m (SD) or n
Symptomatology
PANSS Positive subscale 0.88 (4.07) -.09 0.04 503 R?=.01 013
PANSS Negative subscale 0.21 (4.62) -.01 0.04 500 R?=.01 795
PANSS General subscale 0.18 (6.51) -.02 0.06 488 R?=.01 .766
Remission
PANSS yes/no 302/201 .06 0.02 503 OR=1.06 .002
Functioning
GAF Psychopathology -2.68 (14.16) .15 0.13 455 R?*=.01 239
GAF Impairment -1.84 (12.97) .05 0.12 454 R?=.01 .691
Quality of life
WHO-QoL -0.04 (1.83) -.02 0.02 478 R?=.01 .366
Needs
CANSAS unmet needs 0.30 (2.34) -.01 0.02 501 R?=.01 677
Insight
BIS illness insight -0.87 (3.03) -.09 0.05 200 R?=.02 .043

PANSS: Positive and Negative Symptom Scale; GAF: Global Assessment of Functioning; WHO-QoL: World Health Organization Quality of Life; CANSAS: Camberwell
Assessment of Need Short Appraisal Schedule; BIS: Birchwood Insight Scale. Significant results are shown as bold P-values.

3.3. Longitudinal results testing satisfaction as predictor

Three years later (T2), 23.1% (n = 151) of the patients were lost
to follow-up and could not be interviewed for PANSS data. For
another 7.1% (n = 49), some other relevant outcome measures were
missing (e.g. GAF impairment or quality of life), therefore, the
minimum sample size for longitudinal analyses with complete
data sets was reduced to 69.4% (n=454) of the patients. Since
insight was only measured in a subsample, we were able to include
290 patients at T1 of whom 31.0% (n=90) dropped out at T2,
leaving 200 of the patients for longitudinal analysis concerning the
influence of insight. Dropout patients who were not included in
prospective analyses differed significantly from included patients
regarding mean symptomatology on the positive, negative and
general subscales at T1 (mean difference 1.19, P=.013, mean
difference 1.47, P=.008, mean difference 1.52, P=.03) and lower
satisfaction scores at T2 (mean difference -1.45, P=.002).

The predictive value of satisfaction on the course of self-rated
and interviewer-rated outcome measures was investigated
through regression analyses (Table 4). Higher satisfaction scores
at baseline predicted a reduction of positive symptoms (B = -.09,
P=.013) but not a change in negative or general symptoms.
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Furthermore, patients with higher satisfaction scores at baseline
were found to be more often in remission three years later (B = .06,
P =.002). However, statistical significance was lost when account-
ing for severity of psychopathology at baseline. Satisfaction scores
did not significantly predict change in self-rated outcomes (QoL
and unmet needs). After applying Bonferroni correction, signifi-
cance was lost for the finding in a subsample of patients that
satisfaction predicted lower illness insight at follow-up (B = -.09,
P =.043). Effect sizes of all longitudinal results were small (R? < .3)
(Table 4).

4. Discussion

The current study investigated satisfaction with care of patients
with non-affective psychosis. Those classified in the high
satisfaction group (31.7%) showed a more favorable treatment
history and significantly better interviewer-rated and self-rated
outcomes compared to patients classified in the intermediate
(48.9%) or low satisfaction group (19.4%). Furthermore, a higher
level of satisfaction with care significantly predicted a reduction of
positive symptoms three years later.
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4.1. Cross-sectional interviewer-rated and self-rated outcomes in
relation to satisfaction

The significant group differences regarding treatment history
are relevant from a clinical perspective. High satisfaction with care
was associated with a more favorable treatment history with fewer
compulsory admissions, more continuity of care, e.g. more
frequently being treated as an outpatient, and significantly better
interviewer-rated and self-rated outcomes (quality of life and
illness insight) compared to the patients with lower levels of
satisfaction. The finding that higher satisfied patients have better
treatment history and quality of life is in line with a previous study
in 404 patients with schizophrenia [9]. Our study validates these
previous results in a larger sample and adds illness insight as an
outcome measure.

4.2. Longitudinal results testing satisfaction as predictor

Furthermore, our findings expand on that study, by demon-
strating in a large sample of patients with non-affective psychosis
that higher levels of satisfaction predict a reduction of positive
symptomatology at three years follow-up. A possible explanation
for this finding is that high-satisfied patients have gained more
from the treatment [20]. While interpreting these results, it is
important to consider the role of selection bias since those patients
who were lost to follow-up were excluded from this analyses and
were found to have more severe symptomatology and are likely to
have lower satisfaction levels. On the other hand, they might be
more content because they have fewer symptoms, and conse-
quently need less treatment. Richardson et al. [20] tested these two
hypotheses in a short-term study in involuntarily admitted
psychotic patients. They found evidence that treatment satisfac-
tion predicted change in positive symptoms one month after
discharge. However, fewer symptoms at first assessment did not
predict higher treatment satisfaction. Possibly the treatment
effects were more substantial for positive rather than for negative
or general symptoms. This seems plausible since current
antipsychotic interventions have shown very limited efficacy to
treat negative symptoms [21].

As mentioned above, the finding that higher patient satisfaction
was a (borderline) significant predictor for a lower level of insight
was unexpected; the more so because in cross-sectional analysis,
satisfied patients had higher levels of illness insight. Interaction
analysis was complicated by the fact that insight was measured in
only a subsample of patients. However, significance was lost after
applying Bonferonni correction. Besides, disentangling the inter-
action between insight and patient satisfaction falls beyond the
scope of this study.

We did not find satisfaction to be a predictor of self-rated
outcomes, such as quality of life, insight or unmet needs. While one
can only speculate about the reasons for this finding, an
explanation could be that patients still appraise their quality of
life despite dissatisfaction with care. Importantly, all effect sizes
were relatively small. Future longitudinal studies are therefore
required to validate our findings and elucidate the interplay
between insight and satisfaction.

4.3. Patient satisfaction with care as an outcome measure

Hence, in line with the adage ‘patient-centered care’, we
argue that patient satisfaction with care is a valuable outcome
measure. Incorporating patients’ perspectives by measuring
satisfaction with the care that they have received might be of
utmost importance to monitor and improve care for less satisfied
patients [22]. Yet, prevention and improvement of dissatisfac-
tion could be challenging. Many patients with schizophrenia
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show impaired illness awareness, which often contributes
to compulsory admissions [23,24]. For safety reasons, coercion
is sometimes unavoidable for patients with psychotic disorders.
In a previous study, it was found that dissatisfaction and
coercion are clearly associated [25]. In our opinion, improving
the care for patients with psychosis who suffer from severe
psychopathological symptoms and are at risk for coercive
measures due to safety reasons should be a priority. We argue
that notably dissatisfied patients need high quality care. The
reasons for dissatisfaction should be therefore explored in
further (qualitative) research in order to identify interventions
to improve the quality of care. An important trial compared 5-
year specialized early intervention care to referral after two
years to community mental health centers and found higher
client satisfaction for the specialized treatment programs
[26]. Three core elements of this 5-year program were assertive
community treatment, family involvement, and social skill
training. It could be valuable to increase the use of these specific
elements for all patients with psychosis. Still, the clinical
implications of satisfaction with care for quality improvement
are still under debate [27]. Monitoring satisfaction in patients
suffering from psychotic disorders is therefore of utmost
importance.

4.4, Strengths and limitations

A major strength of our study is the inclusion of the largest
sample of patients with a non-affective psychotic disorder so far in
a prospective longitudinal design. A wide range of clinical variables
and health outcomes were assessed. Therefore, the current study
adds new insights regarding the interpretation and value of patient
satisfaction. A major limitation is the natural design, which implies
that causal interpretations could not be made. Furthermore,
patient satisfaction was rated once (at T1), which makes it
impossible to evaluate the course of satisfaction over the time.
However, two large studies found that satisfaction levels of
patients with severe mental illness were rather stable over the
time [28,29]. Besides, we had no information available to test if the
duration of untreated illness or duration of untreated psychosis
was associated with patient satisfaction. This could be important
to study in future research for evaluation of early intervention
programs. Another limitation is the limited extent to which these
results are generalizable to the general population of patients
suffering from psychosis. Almost 20% of our sample was not
satisfied with the provided care. Other studies into satisfaction of
patients diagnosed with psychotic disorders found comparable
numbers of dissatisfaction [9,30,31]. However, patients in our
study complied with demanding study procedures and fulfilled
follow-up measures. Taking this into consideration, it is fair to say
that our sample represented a fairly high-functioning group of
patients and that selection bias could be in place. We find it
plausible to argue that dissatisfaction with care among patients
who are less capable or willing to comply with study regulations
would be even higher. This interpretation is supported by the
finding that patients who were lost to follow-up had significantly
higher mean scores of psychopathological symptoms at baseline.
The dropout rate of patients with more severe psychopathology -
and lower satisfaction rates — could have influenced our findings,
probably in causing lower effect sizes. We aimed to correct for this
by using change scores in the regression models. In addition,
sociodemographic variables did not differ at baseline between
those who participated and those who were lost to follow-up,
demonstrating that the samples were comparable in this respect.
Nevertheless, caution should be in place regarding the generaliz-
ability of our findings. Patients with schizophrenia are known to
suffer from difficulties with respect to participating in study
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procedures and decisional capacity regarding informed consent
[32]. Therefore, the GROUP sample is likely to present a high-
functioning group with probably better outcomes and higher
satisfaction levels. Comparison of satisfaction data with other
quality measures shows that the CSQ-8 neglects other important
aspects of quality of care [33]. For example, complementary data
that reflects quality of care, such as adding adverse events or
qualitative data, would therefore be commendable in future
studies [34].

In conclusion, we are the first to demonstrate in a large
longitudinal sample of patients with non-affective psychosis that
higher perceived satisfaction with care is associated with more
favorable outcomes. Hence, this measure should be regarded as
valuable to monitor the course of treatment. Furthermore, high
levels of satisfaction predicted a reduction of positive symptoms
over time. Since dissatisfaction is clearly associated with perceived
coercion, research into efficacy of interventions to improve
satisfaction for patients who receive involuntary care could give
new insights. Additional research into reasons for lower levels of
satisfaction and into efficacy of interventions that improve care is
commendable.

Ethical standards

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and
institutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008.

Financial support

The infrastructure for the GROUP study is funded through the
Geestkracht programme of the Dutch Health Research Council
(ZonMw, grant number 10-000-1001), and matching funds from
participating pharmaceutical companies (Lundbeck, AstraZeneca,
Eli Lilly, Janssen Cilag) and universities and mental health care
organizations (Amsterdam: Academic Psychiatric Centre of the
Academic Medical Center and the mental health institutions: GGZ
Ingeest, Arkin, Dijk en Duin, GGZ Rivierduinen, Erasmus Medical
Centre, GGZ Noord Holland Noord. Groningen: University Medical
Center Groningen and the mental health institutions: Lentis, GGZ
Friesland, GGZ Drenthe, Dimence, Mediant, GGNet Warnsveld,
Yulius Dordrecht and Parnassia psycho-medical center The Hague.
Maastricht: Maastricht University Medical Centre and the mental
health institutions: GGZ Eindhoven en De Kempen, GGZ Breburg,
GGZ Oost-Brabant, Vincent van Gogh voor Geestelijke Gezondheid,
Mondriaan, Virenze riagg, Zuyderland GGZ, MET ggz, Universitair
Centrum Sint-Jozef Kortenberg, CAPRI University of Antwerp, PC
Ziekeren Sint-Truiden, PZ Sancta Maria Sint-Truiden, GGZ Over-
pelt, OPZ Rekem. Utrecht: University Medical Center Utrecht and
the mental health institutions Altrecht, GGZ Centraal and Delta).

Disclosure of interest

Author 1 received a PhD-Scholarship grant in 2015 from the
Academic Medical Center of Amsterdam. Author 4 received an
investigator initiated grant from E. Lilly in 2003. The other authors
declare that they have no competing interest. The GROUP study
was supported by the Geestkracht programme of the Dutch Health
Research Council (ZonMw; grant number 10-000-1002).

Acknowledgements

We are grateful for the generosity of time and effort by the
patients, their families and healthy subjects. Furthermore we

https://doi.org/10.1016/j.eurpsy.2017.10.003 Published online by Cambridge University Press

would like to thank all research personnel involved in the GROUP
project, in particular: Joyce van Baaren, Erwin Veermans, Ger
Driessen, Truda Driesen, Karin Pos, Erna van’t Hag, Jessica de Nijs,
Atiqul Islam, Wendy Beuken and Debora Op’t Eijnde.

References

[1] Institute of Medicine. Crossing the quality chasm: a new health system for the
21st century. Washington (DC): National Academies Press (US); 2001.

[2] Manary MP, Boulding W, Staelin R, Glickman SW. The patient experience and
health outcomes. New Engl ] Med 2013;368(3):201-3.

[3] Glickman SW, Boulding W, Manary M, Staelin R, Roe MT, Wolosin R], et al.
Patient satisfaction and its relationship with clinical quality and inpatient
mortality in acute myocardial infarction. Circ Cardiovasc Qual 2010;3(2):188-
95.

[4] Donabedian A. Evaluating the quality of medical care. Milbank Mem Fund Q
1966;44(Suppl. 3):166-206.

[5] Petersen L, Jeppesen P, Thorup A, Abel MB, Ohlenschlaeger ], Christensen TO,
et al. A randomised multicentre trial of integrated versus standard treatment
for patients with a first-episode of psychotic illness. BMJ 2005;331(7517):602.

[6] Pincus HA, Page AE, Druss B, Appelbaum PS, Gottlieb G, England M]. Can
psychiatry cross the quality chasm? Improving the quality of health care for
mental and substance use conditions. Am ] Psychiatry 2007;164(5):712-9.

[7] Reininghaus U, Priebe S. Measuring patient-reported outcomes in psychosis:
conceptual and methodological review. Br ] Psychiatry 2012;201(4):262-7.

[8] Ruggeri M, Nose M, Bonetto C, Cristofalo D, Lasalvia A, Salvi G, et al. Changes

and predictors of change in objective and subjective quality of life - multiwave

follow-up study in community psychiatric practice. Br ] Psychiatry
2005;187:121-30.

Ruggeri M, Lasalvia A, Bisoffi G, Thornicroft G, Vazquez-Barquero JL, Becker T,

et al. Satisfaction with mental health services among people with schizophre-

nia in five European sites: results from the EPSILON Study. Schizophr Bull
2003;29(2):229-45.

[10] Korver N, Quee PJ, Boos HB, Simons CJ, de Haan L, investigators G. Genetic Risk
and Outcome of Psychosis (GROUP), a multi-site longitudinal cohort study
focused on gene-environment interaction: objectives, sample characteristics,
recruitment and assessment methods. Int ] Methods Psychiatry Res
2012;21(3):205-21.

[11] Diagnostic and Statistical Manual of Mental Disorders: DSM-IV-TR. Washing-
ton: American Psychiatric Publisher; 2000.

[12] de Brey H. A cross-national validation of the client satisfaction questionnaire:
the Dutch experience. Eval Program Planning 1983;6(3-4):395-400.

[13] Larsen DL, Attkisson CC, Hargreaves WA, Nguyen TD. Assessment of client/
patient satisfaction: development of a general scale. Eval Program Plann
1979;2(3):197-207.

[14] Kay SR, Fiszbein A, Opler LA. The Positive and Negative Syndrome Scale
(PANSS) for schizophrenia. Schizophr Bull 1987;13(2):261-76.

[15] Andreasen NC, Carpenter Jr WT, Kane JM, Lasser RA, Marder SR, Weinberger
DR. Remission in schizophrenia: proposed criteria and rationale for consensus.
Am ] Psychiatry 2005;162(3):441-9.

[16] Power M, Kuyken W, Orley ], Herrman H, Schofield H, Murphy B, et al. The
World Health Organization Quality of Life assessment (WHO-QOL): develop-
ment and general psychometric properties. Soc Sci Med 1998;46(12):1569-
85.

[17] Trompenaars FJ, Masthoff ED, Van Heck GL, Hodiamont PP, De Vries J. Content
validity, construct validity, and reliability of the WHO-QOL-Bref in a popula-
tion of Dutch adult psychiatric outpatients. Qual Life Res 2005;14(1):151-60.

[18] Slade M, Beck A, Bindman ], Thornicroft G, Wright S. Routine clinical outcome
measures for patients with severe mental illness: CANSAS and HoNOS. Br |
Psychiatry 1999;174:404-8.

[19] Birchwood M, Smith ], Drury V, Healy ], Macmillan F, Slade M. A self-report
Insight Scale for psychosis: reliability, validity and sensitivity to change. Acta
Psychiatr Scand 1994;89(1):62-7.

[20] Richardson M, Katsakou C, Priebe S. Association of treatment satisfaction and
psychopathological sub-syndromes among involuntary patients with psy-
chotic disorders. Soc Psychiatry Psychiatr Epidemiol 2011;46(8):695-702.

[21] Aleman A, Lincoln TM, Bruggeman R, Melle I, Arends ], Arango C, et al.
Treatment of negative symptoms: where do we stand, and where do we
g0? Schizophr Res 2017;186:55-62.

[22] Peuskens ]. Clinical effectiveness in adults with chronic schizophrenia. Eur
Neuropsychopharmacol 2004;14(Suppl. 4):5S453-9.

[23] Amador XF, Gorman JM. Psychopathologic domains and insight in schizophre-
nia. Psychiatry Clin N Am 1998;21(1):27.

[24] Kaltiala-Heino R, Korkeila ], Tuohimaki C, Tuori T, Lehtinen V. Coercion and
restrictions in  psychiatric inpatient treatment. Eur Psychiatry
2000;15(3):213-9.

[25] Svensson B, Hansson L. Patient satisfaction with inpatient psychiatric care. The
influence of personality traits, diagnosis and perceived coercion. Acta Psy-
chiatr Scand 1994;90(5):379-84.

[26] Albert N, Melau M, Jensen H, Emborg C, Jepsen JR, Fagerlund B, et al. Five years
of specialised early intervention versus two years of specialised early inter-
vention followed by three years of standard treatment for patients with a first-
episode psychosis: randomised, superiority, parallel group trial in Denmark
(OPUS II). BM] 2017;356:i16681.

[9


http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0175
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0175
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0180
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0180
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0185
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0185
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0185
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0185
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0190
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0190
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0195
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0195
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0195
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0200
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0200
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0200
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0205
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0205
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0210
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0210
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0210
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0210
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0215
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0215
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0215
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0215
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0220
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0220
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0220
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0220
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0220
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0225
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0225
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0230
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0230
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0235
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0235
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0235
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0240
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0240
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0245
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0245
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0245
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0245
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0250
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0250
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0250
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0250
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0255
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0255
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0255
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0260
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0260
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0260
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0265
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0265
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0265
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0270
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0270
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0270
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0275
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0275
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0275
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0280
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0280
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0285
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0285
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0290
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0290
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0290
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0295
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0295
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0295
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0300
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0300
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0300
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0300
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0300
https://doi.org/10.1016/j.eurpsy.2017.10.003

66 J.M. Vermeulen et al./European Psychiatry 47 (2018) 60-66

[27] Gleeson H, Calderon A, Swami V, Deighton ], Wolpert M, Edbrooke-Childs ]J.
Systematic review of approaches to using patient experience data for quality
improvement in healthcare settings. BM] Open 2016;6(8):e011907.

[28] Puschner B, Becker T, Mayer B, Jordan H, Maj M, Fiorillo A, et al. Clinical
decision making and outcome in the routine care of people with severe mental
illness across Europe (CEDAR). Epidemiol Psych Sci 2015;25(1):69-79.

[29] Ruggeri M, Salvi G, Perwanger V, Phelan M, Pellegrini N, Parabiaghi A.
Satisfaction with community and hospital-based emergency services amongst
severely mentally ill service users. Soc Psychiatry Psychiatr Epidemiol
2006;41(4):302-9.

[30] Haahr U, Simonsen E, Rossberg ]I, Johannessen JO, Larsen TK, Melle I, et al.
Patient satisfaction with treatment in first-episode psychosis. Nord ] Psychia-
try 2012;66(5):329-35.

https://doi.org/10.1016/j.eurpsy.2017.10.003 Published online by Cambridge University Press

[31] Leavey G, King M, Cole E, Hoar A, JohnsonSabine E. First-onset psychotic
illness: patients’ and relatives’ satisfaction with services. Br ] Psychiatry
1997;170:53-7.

[32] Carpenter Jr WT, Gold JM, Lahti AC, Queern CA, Conley RR, Bartko ]J, et al.
Decisional capacity for informed consent in schizophrenia research. Arch Gen
Psychiatry 2000;57(6):533-8.

[33] Greenwood N, Key A, Burns T, Bristow M, Sedgwick P. Satisfaction with
inpatient psychiatric services - Relationship to patient and treatment factors.
Br ] Psychiatry 1999;174:159-63.

[34] Ruggeri M, Dall’Agnola R. The development and use of the Verona Expectations
for Care Scale (VECS) and the Verona Service Satisfaction Scale (VSSS) for
measuring expectations and satisfaction with community-based psychiatric
services in patients, relatives and professionals. Psychol Med 1993;23(2):511-23.


http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0305
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0305
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0305
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0310
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0310
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0310
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0315
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0315
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0315
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0315
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0320
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0320
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0320
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0325
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0325
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0325
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0330
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0330
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0330
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0335
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0335
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0335
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0340
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0340
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0340
http://refhub.elsevier.com/S0924-9338(17)32985-1/sbref0340
https://doi.org/10.1016/j.eurpsy.2017.10.003

