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FOREWORD
PREDGOVOR

Patient satisfaction is a multidimensional construct based on the systematic measurements of patient opinions
about their experiences with the provided health care, with the processes of care, with the health care providers,
with the health care institutions and with the organisation of the health care system.

Doctor-patient communication, patient involvement and patient satisfaction attracted me from my early
beginnings of my professional career. First attempts to measure patient satisfaction evolved in a big study on
patient satisfaction in family medicine in Slovenia in partnership with WOK from Nijmegen, who gathered a
group of researchers from 18 European countries. The outcome was a validated instrument (EUROPEP) for
measuring patient opinions regarding family practice care and a database of over 20.000 questionnaires from the
patients all over Europe.

The aims of my doctoral work were (1) to measure the level of patient satisfaction with the family physician in
Slovenia, (2) to compare the levels of satisfaction of Slovene patients with the patient satisfaction in other
European countries, (3) to determine the reliability of the patient satisfaction instrument — EUROPEP — in
Slovene patients, (4) to establish the impact of the patient characteristics, practice characteristics, family
physician characteristics and characteristics of the health care system on the level of patient satisfaction and (5)
to develop a multivariable model which describes higher levels of patient satisfaction with a family physician.

I used a method of interviewing patients attending family practices in the study period. I developed a
questionnaire based on the international instrument for measuring patient satisfaction with the family physician —
EUROPEP.

| have got 83,8 % response rate. The mean of the overall patient satisfaction score in Slovene sample
was 86,6 points, significantly higher (p<0,001) from the European mean level of patient satisfaction
(82,6 points). Higher levels of patient satisfaction are predicted by eight variables: higher age of the
patient, more frequent visits in the practice, patient satisfaction with the organisation of the health care
system, lower self-evaluations of the health status, lower presence of the signs of the anxiety or
depression, fewer emergency home visits (patient characteristics), higher numbers of home visits a
family physician does for his/her patients (physician characteristic) and running an appointment
system (practice characteristic). The questionnaire on patient satisfaction— EUROPEP — proved to be
a valid, reliable and feasible instrument for measuring patient satisfaction with the family practice in
Slovenia (Kronbach alpha = 0,93).

The questionnaire was used in several subsequent studies on the impact of a different cultural background, on the
impact on waiting time in the waiting room, on the impact of appointment system, on the impact of the
physicians clothes on the patient satisfaction. In two studies we developed patient satisfaction questionnaires on
satisfaction with primary care emergency room treatment and with emergency medical services. An effective
complaint system was introduced in the primary care health centres.
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Zadovoljstvo bolnikov je sistemati¢no zbrano in izmerjeno mnenje bolnikov o njihovi izkusnji z zdravstveno
oskrbo, postopkom, izvajalcem, zdravstveno ustanovo v celoti ali njenim delom, in s sistemom zdravstvenega
varstva.

Ze od vsega zaGetka mojega dela kot zdravnik druzinske medicine so me zanimalo sporazumevanje med
zdravnikom in bolnikom, vklju¢evanje bolnikov v odlo¢anje in zadovoljstvo bolnikov. Po skromnih poskusih
izmeriti zadovoljstvo bolnikov, ki so zamenjali zdravnika in o vodilnih razlogih za izbiro osebnega zdravnika,
sem se vklju¢il v mednarodno raziskavo, ki jo je organiziral Raziskovalni institut za kakovost iz Nijmegna.
Okrog sebe so zbrali skupino raziskovalcev iz 18 evropskih drzav. Rezultat vecletnega dela je mednarodno
preverjen vpraSalnik o zadovoljstvu bolnikov in obsezna baza podatkov preko 20.000 bolnikov po Evropi, ki so
odgovorili na ta vprasalnik.

Namen dela je bil izmeriti raven zadovoljstva bolnikov z delom zdravnika druZinske medicine v
Sloveniji, primerjati raven zadovoljstva nasih bolnikov z zadovoljstvom bolnikov v drugih evropskih
drzavah, oceniti zanesljivost instrumenta za merjenje zadovoljstva — EUROPEP, ugotoviti vplive
lastnosti bolnika, lastnosti ambulante, lastnosti zdravnika, sistema zdravstvenega varstva in izdelati
multivariatni model, ki pojasnjuje visoko raven zadovoljstva bolnikov.

Uporabil sem metodo anketiranja bolnikov, ki obiskujejo zdravnika druzinske medicine. Pripravil sem
anketo, ki je temeljila na mednarodnem vpraSalniku za merjenje zadovoljstva bolnikov z delom
zdravnika druzinske medicine — EUROPEP.

Od 2160 razdeljenih anket sem dobil vrnjenih 83,8 %. Vprasalnik o zadovoljstvu bolnikov z delom zdravnika
druzinske medicine EUROPEP se je izkazal kot zanesljiv, veljaven in sprejemljiv instrument za merjenje
zadovoljstva v slovenski druzinski medicini (Kronbachova alfa = 0,9338). Skupna ocena zadovoljstva bolnikov
v Sloveniji je bila povprecno 86,6 tocke in je bila statisticno znacilno visja (p<0,001) od povprecja skupnega
zadovoljstva bolnikov v evropskih drzavah (82,6 tocke). Vecje zadovoljstvo pojasnjuje osem neodvisnih
spremenljivk: vi§ja starost bolnika, vecje Stevilo obiskov v ambulanti, bolnikovo zadovoljstvo z organizacijo
sistema zdravstvenega varstva, niZja ocena zdravja, manjSa prisotnost znakov anksioznosti in depresije, manj
hisnih obiskov dezurnega zdravnika (lastnosti bolnika), vecje Stevilo hiSnih obiskov, ki jih dnevno opravi
zdravnik druzinske medicine (lastnost zdravnika) in vpeljan sistem naro¢anja na pregled pri zdravniku (lastnost
ambulante).

Vprasalnik je bil uporabljen v ve¢ kasnejSih raziskavah o vplivu narodnosti, ¢akanja v ¢akalnici, naro¢anja na
pregled in zdravnikove uniforme na zadovoljstvo bolnikov. V nadaljnjih dveh raziskavah smo razvili vprasalnika
za ocenjevanje zadovoljstva bolnikov z dezurno sluzbo v osnovnem zdravstvu in z nujno medicinsko sluzbo.
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PATIENT SATISFACTION
ZADOVOLJSTVO BOLNIKOV

Uvod

Posledica zdravstvenih ukrepov so spremembe v klinicnem in funkcionalnem stanju bolnika, spremembe v
bolnikovi oceni zdravstvenega stanja in v njegovi oceni zadovoljstva s svojo zdravstveno oskrbo. Klini¢ne izide
relativno dobro poznamo in jih znamo dobro meriti, manj pa je znanega o izidih, ki jih lahko oceni le bolnik sam.
Med njimi je tudi zadovoljstvo bolnikov, ki sodi med druzbene izide zdravstvene oskrbe, pomembno vpliva na

ostale izide in na stroske sistema zdravstvenega varstva.
Clovek v zdravju in bolezni

Zdravje in bolezen

Zdravje je za ljudi pomembna vrednota. Po definiciji Svetovne zdravstvene organizacije zdravje ni samo
odsotnost bolezni, temve¢ tudi dobro telesno in psihosocialno pocutje (1). Pojavljanje in obvladovanje
zdravstvenih motenj med ljudmi si lahko predstavljamo kot ledeno goro reSevanja zdravstvenih tezav (2). V
obdobju enega leta ima skoraj vsakdo med nami vsaj eno z zdravjem povezano tezavo (3). Ljudje svoje
zdravstvene tezave reSujejo na razli¢ne nacine (4, 5) tako, da

— ne ukrenejo nicesar, ker minejo same od sebe,

— pomagajo si sami, ali

— poiscejo pomo¢ zdravstvene sluzbe.

Vecina sprememb, ki ljudem kratijo dobro pocutje, pogosto mine sama od sebe (2). Vcasih si bolnik pomaga

sam (6) ali pa mu pomaga neposredna druzinska ali socialna okolica. Pomo¢ zdravstvene sluzbe posameznik

poisce takrat (7),

— kadar zdravstvena motnja preseze osebni prag znosnosti in bolnik od posredovanja zdravstvene sluzbe
pri¢akuje zdravstvene koristi;

— kadar so bili poizkusi samopomo¢i pri reSevanju dolo¢ene zdravstvene motnje neuspesni;

— kadar se boji moznih posledic svojih ob¢utij ali znakov;

— kadar zeli zagotovilo, da opaZena obcutja in znaki ne predstavljajo resnejSe groznje njegovemu zdravju;

— kadar so obcutja in znaki odraz njegovih stisk v druzinskem, delovnem ali socialnem okolju;

— kadar v zvezi s svojim zdravstvenim stanjem potrebuje administrativne usluge ali

— kadar zeli preventivne ukrepe.

Zdravstvena oskrba

Zdravstvena oskrba je skupek Stevilnih ukrepov, posegov, postopkov in odnosov, v katere stopata uporabnik
(bolnik) in izvajalec (zdravnik in drugi zaposleni v zdravstvu), da bi zdravstvene tezave bolnika pripeljala k
najboljSemu moznemu izidu (8, 9). Opredeljujejo jo posamezne dejavnosti, povezane s preprecevanjem,
odkrivanjem, zdravljenjem in spremljanjem zdravstvenih tezav posameznih bolnikov ali skupin bolnikov z
namenom, doseci ¢im vecjo korist zanje in za druzbo (10). Nacelno velja, da naj bi izvajali le tiste zdravstvene
ukrepe, katerih koristi so vecje od moznih Skodljivosti, ki jih prinasa zdravstvena oskrba (8, 11).

Osnovna zdravstvena dejavnost

Osnovna zdravstvena dejavnost je prvi segment sistema zdravstvenega varstva, s katerim pride bolnik v
neposredni stik. S sistemom zdravstvenega varstva je opredeljeno, do katere dejavnosti in do katere stroke imajo
bolniki prost dostop ter za katere dejavnosti bolnik potrebuje napotnico zdravnika iz osnovnega zdravstva.
Zdravnik v osnovni zdravstveni dejavnosti je usposobljen, da velik del zdravstvenih tezav reSuje samostojno in v
sodelovanju z ostalimi ¢lani tima v osnovnem zdravstvu, in le del bolnikov napoti k specialistom na sekundarni
ravni (12, 13). Na ta nacin zdravnik v osnovnem zdravstvu omejuje pritisk na specialistiCne dejavnosti in s tem
opravlja vlogo t.i. vratarja do sekundarne in terciarne ravni zdravstvenega varstva (14). Tudi v Sloveniji zdravnik
druzinske medicine predstavlja vratarja v sistemu zdravstvenega varstva (13).

Strategija Svetovne zdravstvene organizacije in politika veline sistemov zdravstvenega varstva
podpirajo razvoj osnovnega zdravstva in druzinske medicine, ki prevzema osrednjo vlogo v obravnavi
bolnikov. Okoli 80 % bolnikov se vsako leto oglasi pri zdravniku v osnovnem zdravstvenem varstvu in
v petih letih prakti¢no vsi bolniki, ki so si ga izbrali za svojega zdravnika. To bolniku in zdravniku

-6 -
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omogoc€a poglobljeno poznavanje, kar olajSa sporazumevanje, spodbuja boljSe sodelovanje pri
zdravljenju in posredno manjse stroske.

Pri bolnikih, ki prvi¢ is¢ejo pomo¢ zaradi katere od svojih tezav, so bolezenska znamenja pogosto slabo razvita
ali pa bolnikovim ob¢utjem ni mogocée najti organskih vzrokov. Zato je pomembno, da se z bolnikom in
njegovimi Stevilnimi tezavami najprej sreca zdravnik, ki pri svojem celostnem pristopu bolnika obravnava v
kontekstu druzinskega, delovnega in §irSega druzbenega okolja — zdravnik druzinske medicine — ki bo bolniku
znal svetovati, zmanjSati zaskrbljenost in ga znal usmerjati skozi druge zdravstvene sluzbe (15).

Za razliko od tehnolosko zahtevnej$ih podrocij ponuja druzinska medicina oskrbo z manj tehnologije in vec
osebne povezanosti (16). Bolniki to od zdravnika druzinske medicine navadno tudi pricakujejo in so tudi bolj
zadovoljni, ¢e so delezni take oskrbe (17). Posebno mesto pri tem ima tudi stalnost zdravnika druZzinske
medicine (18-19). Zdravnik druzinske medicine s svojim slogom dela lahko bistveno prispeva k nadaljnjemu
postopku oskrbe in k njenim izidom - kakovosti oskrbe ter na bolnikov slog iskanja zdravniske pomoci (8).
Zdravnik, ki dela kot zdravnik prvega stika mora zato svojo osnovno dodiplomsko medicinsko izobrazbo
nadgraditi z ustrezno specializacijo iz druzinske medicine, ki ga pripravi za tako zahtevno delo.

Nacela kakovosti v zdravstvu

Izvajalci zdravstvene oskrbe so zdravstvene ustanove in zasebni izvajalci ter zaposleni v njih. Uporabniki
zdravstvene oskrbe so prvenstveno bolniki, pa tudi javnost kot potencialni bolniki in celotna druzba.

V krogih, ki se ukvarjajo z ocenjevanjem kakovosti oskrbe, se je uveljavilo lo¢evanje zdravstvene oskrbe bolnika
na tri sestavine (21):

— pogoji, v katerih poteka oskrba,
— postopek (zdravstveni ukrepi, storitve) nudenja dolocene zdravstvene oskrbe in
— izid zdravstvene oskrbe (izid zdravstvene storitve oziroma doseZena zdravstvena korist).

Kakovost pride do izraza vedno takrat, kadar je neko delo izvajalca izpostavljeno soocenju z uporabnikom (22).
Kakovost se torej kaze ob vsakem “prehodu” med ljudmi in sistemi kjer koli v celotnem postopku oskrbe in je
bistvena sestavina vsake zdravstvene oskrbe (slika 1). Zagotoviti jo moramo pri izvajanju katerega koli
zdravstvenega ukrepa (23, 24). Bolnik in celotna skupnost imata koristi od zdravstvene sluzbe, zato bolniki od
sistema zdravstvenega varstva pri¢akujejo, da bodo “usliSane” vse njihove Zelje in potrebe po zdravstveni oskrbi.
Uporabniki zdravstvene sluzbe, bolniki in organizacije potrosnikov izrazajo vse vecje potrebe in pricakovanja na
racun zdravstvene oskrbe.

Zdravstvena oskrba je oblika storitvene dejavnosti. Za storitveno dejavnost je znacilen trzni mehanizem
uravnavanja potreb glede na financne zmoznosti in zadovoljstvo uporabnika, ki pri porabi zdravstvenih storitev
praviloma odpade. V vecini primerov se namre¢ kot placnik zdravstvene storitve namesto bolnika pojavi tretji
udelezenec, ki placa “porabljene” zdravstvene oskrbe za bolnika - zavarovanca. Zavarovanec je pri placilu
soudelezen le pri solidarnostnem zbiranju sredstev v skupni zdravstveni sklad, iz katerega placnik poravnava
stroSke zdravstvene oskrbe. Bolnik niti ne obcuti cene porabljene zdravstvene oskrbe (svojih potreb po oskrbi)
niti ni njegov prispevek odvisen od njegove porabe zdravstvenih storitev. Povratna zanka ni sklenjena, zato je
zadovoljevanje bolnikovih Zelja, ki se odrazajo v zadovoljstvu bolnikov, le del celovitega obvladovanja
kakovosti (22). Pri razmiSljanju o kakovosti zato lahko lo¢imo tri vidike: gospodarskega, druzbenega in
strokovnega. Gospodarski vidik kakovosti se nanasa predvsem na zagotavljanje pravicnosti in enakosti, ki ju
merimo z dostopnostjo, dosegljivostjo in z zmoznostjo posameznika ali skupine ljudi, da si lahko privosc¢ijo
(finan¢no) doloceno obliko zdravstvene oskrbe. Z njim se ukvarja zdravstvena politika (25, 26). Zagotavljanje in
ocenjevanje strokovne kakovosti ostaja v domeni izvajalcev zdravstvene oskrbe samih z razli¢nimi oblikami
samonadzora, skupinskega obvladovanja kakovosti do razli¢nih oblik presoje (22).
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PRICAKOVANA RAVEN STORITVE

UGOTAVLJANJE POTREB
-

IZVAJALEC UPORABNIK
-

STORITEV

ZADOVOLJSTVO S STORITVIJO

Slika 1. Povratna zanka sooblikovanja kakovosti storitve med izvajalcem in uporabnikom.

Druzbeno kakovost lahko suvereno ocenjujejo predvsem primarni uporabniki — bolniki, saj je kakovost
zdravstvene oskrbe kljub razli¢nim nacinom zagotavljanja javnosti dela, odgovornosti in kakovosti, zelo tezko
oceniti, ne da bi jo izkusili na lastni koZi. Sele osebno izkustvo namre¢ omogoéa dokonéno oceno kakovosti.
Temeljna Zelja vsake zdravstvene politike je, da so strokovna, gospodarska in druzbena kakovost v pozitivni
korelaciji (27).

Zadovoljstvo bolnikov

Vloga bolnika v sistemu kakovosti

Kakovostna zdravstvena oskrba je pravica vsakega bolnika (24). Bolnik je v sistemu zdravstvenega varstva
aktivni udelezenec (28) in hkrati osrednji cilj delovanja zdravstvenih ustanov (29). Celotna zdravstvena
dejavnost se namre¢ odvija zaradi bolnikov, zato je pomembno njihovo mnenje o kakovosti dela zdravstvene
sluzbe in Se zlasti zdravnika kot nosilca dejavnosti. Zdravstvena politika Zeli z vpletanjem trznih nacel v sistem
povecati konkurencnost, ki vodi k ve¢ji kakovosti. Bolnikom zato dajejo vecje moznosti pri izbiri med izvajalci,
kar posredno zahteva izboljSanje kakovosti dela (14, 26, 30). Osvesceni in pouceni bolniki naj bi se odlocali
predvsem za kakovostnejse izvajalce. Na ta nacin bi posredno izrinili slabSe izvajalce s trzis¢a zdravstvenega
varstva. UresniCevanje glavnih ciljev (povecanje dobicka, Siritev trziSca, razvoj itd.) vsakega podjetja, tj.
zdravstvene ustanove ali zasebnega izvajalca, je mozno le ob stalnem ugotavljanju potreb uporabnika in
zadovoljevanje le-teh (slika 1). Kljub temu zapletenost odnosov v sistemu zdravstvenega varstva bolniku ne
omogoca, da bi bilo njegovo zadovoljstvo z oskrbo edino merilo kakovosti, kot se to praviloma dogaja v drugih
storitvenih dejavnostih.

Pomen bolnikovega mnenja

Mnenje bolnikov o kakovosti oskrbe je nepogresljivo v vsakem sistemu kakovosti (22). Bolniki imajo glede
postopka in izida svoje zdravstvene oskrbe svoje poglede in ocenjujejo druge vidike kakovosti, kot zdravniki in
drugi v zdravstvu (22, 24, 30-33). Za ugotavljanje poslanstva zdravstvene ustanove je zato treba stalno spremljati
poglede potencialnih in sedanjih uporabnikov (29, 34). Vpletanje pogledov obéanov v prizadevanja za boljso
kakovost je vedno bolj pomembno. Da bi izvedeli ve¢ o kakovosti, ki jo izkusijo uporabniki zdravstvenih
storitev, jih je potrebno k sodelovanju pritegniti. Bolniki imajo z zdravstveno oskrbo posamiéne, kvalitativne in
subjektivne izkusnje, nimajo ustreznega strokovnega znanja iz medicine, zato jim je tudi po izkustvu dolocene
oskrbe tezko podati ustrezno oceno (33, 35). Kljub temu mnenje bolnikov predstavlja dragoceno sredstvo za
nacrtovanje sprememb in izboljsav (21-23, 30, 33, 36, 37).
» Bolnikovo zadovoljstvo nam sluzi

= pri odkrivanju teZzav v oskrbi, na osnovi katerih izbiramo prednostne naloge izboljSevanja kakovosti,

= kot kazalec kakovosti pri ocenjevanju ravni kakovosti in

®  zanadrtovanje oskrbe, ki bo zadovoljila potrebe uporabnikov.
» Bolnikova pritozba nam pomaga odkrivati napake, ki jih povzrocajo $kodljivosti in ustrezno ukrepati.

Oboje je mogoce le ob sistemati¢nem zbiranju in upostevanju mnenja uporabnikov. Za mnenje je mo¢ izvedeti le
tako, da zanj vpraSamo bolnike same in da si znamo razloziti, kako se oblikuje mnenje o kakovosti oskrbe.
Spontano izraZzeno mnenje je lahko pripomba, pritozba, pohvala, pobuda ali predlog (38). Sistemati¢no zbrano
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mnenje posameznikov in skupin posameznikov z uporabo strukturiranih vprasalnikov imenujemo zadovoljstvo
bolnikov.

Mnenje bolnikov predstavlja pomembno sredstvo za nacrtovanje sprememb in izboljSav pri izvajanju
zdravstvene oskrbe. Njihovo vkljucevanje med samo oskrbo pomembno vpliva na sodelovanje pri zdravljenju,
kar izboljsa tako strokovne izide (boljSe zdravstveno stanje, boljSa urejenost kroni¢nih bolezni), kot tudi
druzbene izide (vecje zadovoljstvo) in gospodarske izide (manj$a uporaba zdravstvene sluzbe, uporaba cenejsih
storitev in zdravil).

Nadini vkljuéevanja bolnikov

Zdravstvena politika v Stevilnih drZzavah vedno bolj poudarja vklju¢evanje bolnikov v naértovanje, izvajanje in
ocenjevanje zdravstvene oskrbe (30, 39). Bolniki se v nacrtovanje in izvajanje oskrbe lahko vkljucujejo na tri
nacine (22):

»  vnaprej,
» med oskrbo,
»  po oskrbi.

Vkljulevanje vnaprej

Vkljucevanje “vnaprej” dosezemo z ugotavljanjem potreb in Zelja celotne ali ciljne skupine prebivalcev ze pred
nacrtovanjem in samo izvedbo oskrbe (24). Pomembno vlogo pri tem lahko odigrajo organizirane skupine
bolnikov in potrosnikov ter predvsem mnozi¢na ob¢ila. Izvajalci za zelje in potrebe svojih bolnikov lahko najvec
izvedo iz pritoznega sistema (38, 40-42). Kljub temu ostanejo mnogi pogledi neizrazeni, zato imajo pomembno
vlogo pri ugotavljanju zelja in potreb bolnikov tudi raziskave o prioritetah bolnikov, ki posredujejo na
sistemati¢en nacin ugotovljene Zelje in potrebe vseh ljudi (43).

Vkljucevanje med oskrbo

V odloc¢anje o oskrbi se med samo oskrbo bolnik vkljucuje s poucenim pristankom in sodelovanjem pri
zdravljenju (28, 44). Bolniku je potrebno zagotoviti moznost, da se o izbiri preiskav in zdravljenja lahko odloca
¢im bolj avtonomno (36, 44). Temelj sodelovanja in soodlo¢anja so dobri medosebni odnosi in ustrezno
sporazumevanje (19, 45).

Vkljucevanje po oskrbi

Ocene, ki nam jih posreduje bolnik po oskrbi, so primerjava bolnikove izkusnje z njegovimi pri¢akovanji (36).
Po oskrbi mora bolnik imeti moznost spregovoriti o svojih izku$njah z izvedbo oskrbe in primerjavi s
pri¢akovanji (46, 47). To mu omogoca pritozni sistem (22, 40-42). Bolnik, ki s svojim zdravnikom ni
zadovoljen, mora imeti moznost, da si izbere drugega zdravnika (30). Zamenjave zdravnika nam lahko sluzijo
kot priblizna ocena nezadovoljstva z zdravnikom (21, 40, 48-50). Poglobljeno analizo bolnikovih izkuSenj pa je
mogoce opraviti le s sistemati¢nim merjenjem zadovoljstva.

PritozZni sistem

Za sistem kakovosti je pomembno, da je merjenje zadovoljstva vgrajeno v mehanizem zbiranja in obravnavanja
pripomb, pritozb, pohval, predlogov in pobud uporabnikov (22). Pritozni sistem je sistemati¢ni nacin zbiranja,
obravnavanja, reSevanja in uporabe staliS¢ bolnikov o oskrbi za izboljSanje kakovosti dela po oskrbi. Cilj
pritoznega sistema je ugotavljanje bolnikovih pogledov in pomanjkljivosti, ki jih ugotavlja bolnik in jih ni mo¢
ugotoviti z drugimi metodami izboljSevanja kakovosti. Gre za ucenje iz “napak”, ki bi drugace ostale pozabljene
in neizkoriscene za preprecevanje novih razlickov in odstopanj.

Bolniki so praviloma z oskrbo zelo zadovoljni. Kadar bolniki niso zadovoljni, imajo navadno resne pripombe in
celo pritozbe. V takem primeru je zadovoljstvo pomemben jezicek na tehtnici odlocitve, ali bo bolnik doziveti
Skodljivosti ali nedosezeni pri¢akovani koristi pripisal krivdno odgovornost (posameznega) izvajalca ali pa ga bo
sprejel kot posledico obicajnega razlicka oziroma odstopanja (8, 9, 11, 51). Nezadovoljni bolniki pogosteje
zamenjajo svojega zdravnika (50), kar ima tako strokovne kot tudi gospodarske posledice za izvajalca, ki je
izgubil »stranko« kot tudi za placnika, ker se zaradi podvajanja pregledov in preiskav povecajo stroski. Vsak
izvajalec zdravstvene dejavnosti mora zato imeti uveden pritozni sitem, ki bolnikom omogoca, da dobijo
strokovni odgovor na svoja vprasanja neposredno od odgovornih v zdravstveni ustanovi, izvajalcem pa nudi
neizérpen vir za izboljSanje svojega dela (22, 38, 41, 42) Prvine pritoznega sistema so zbiranje, obdelava,
reSevanje in odgovori na pritozbe (22, 41). Bolnik lahko poda pripombo, pritozbo, pohvalo, pobudo ali predlog
(5 P), ki jih odgovorni za pritozni sistem obravnavajo in ustrezno ukrepajo. Zanasanje samo na negativne ocene
bolnikov o delu zdravnika in zdravstvene sluzbe ni zanesljivo merilo kakovosti, zato so potrebne tudi raziskave
zadovoljstva (52, 53).
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Definicija zadovoljstva bolnikov

Zadovoljstvo bolnikov je sestavina kakovosti oskrbe (21). V proizvodni in storitveni dejavnosti je zadovoljstvo
uporabnikov glavno merilo kakovosti in odlocujoce vpliva na poslovno uspesnost organizacije (26). Bolj ko je
ponudba zdravstvene oskrbe prepuscena trznim zakonitostim, vecji pomen ima zadovoljstvo uporabnikov na
poslovanje. Zadovoljstvo bolnikov je izrazeno uporabnikovo dojemanje lastne izkusnje z zdravstveno oskrbo, s
posameznim postopkom, posameznim izvajalcem, zdravstveno ustanovo v celoti ali njenim delom in s sistemom
zdravstvenega varstva (22). Zadovoljstvo bolnikov lahko opiSemo kot vpliv velikosti in smeri razlike med
pri¢akovano in prejeto ravnijo kakovosti oskrbe (54) [1]. Pri tem gre za diskretne razlike v oceni kakovosti
obiska pri zdravniku (55).

zadovoljstvo bolnika = f(bolnik, zdravnik, okolje) x (dejanski - pri¢akovani postopek) [1]

Da bi dosegli ¢im visjo raven zadovoljstva, mora oskrba presegati bolnikova pricakovanja (54). Kadar so
bolnikova pri¢akovanja vecja, kot je njegova izkusnja, bo manj zadovoljen s svojo oskrbo, zato je ustrezno
oblikovanje bolnikovih pri¢akovanj pogosto prav tako pomembna strategija za vecje zadovoljstvo bolnikov, kot
izboljSevanje organizacije dela in sloga dela (56).

Pomen zadovoljstva

Zadovoljstvo je pomemben (druzbeni) izid oskrbe in kaze, do kakSne mere so bile uresni€ene zelje in potrebe
bolnikov (17, 21, 24, 28). Lahko ga uporabljamo kot enega izmed kazalcev kakovosti dela, pri ¢emer je potrebno
upostevati vplive raziskovalne metodologije, lastnosti bolnikov, lastnosti zdravnika in lastnosti ambulante (27,
57). Zadovoljstvo bolnikov je tudi pomemben cilj zdravstvene politike, saj se je marsikateri bolnik prisiljen
obrniti na najblizjega izvajalca ali pa ga v nujnem primeru celo brez njegove vednosti prevzame dolocen
izvajalec, zato je potrebno mnenje bolnikov upoStevati s $e veéjo pozornostjo pri nacrtovanju mreze, izbiri
izvajalcev in sklepanju pogodb z izvajalci zdravstvene oskrbe (22, 27, 28, 58). Zadovoljstvo je zlasti pomembno
v sistemih zdravstvenega varstva, ki bolnikom omejujejo prost dostop do zdravstvene sluzbe, oziroma v
sistemih, kjer zdravnik druzinske medicine dela kot vratar (59). Taki sistemi zdravstvenega varstva so planski
sistemi (»managed care systems«) v ZDA, britanski nacionalni zdravstveni sistem in seveda tudi na$ sistem
zdravstvenega varstva (25-27, 60).

Zadovoljstvo bolnikov je pomembno, vendar ne edino merilo kakovosti oskrbe (35, 24). Kljub omejitvam
bolnikovega mnenja v zvezi s strokovnim vidikom oskrbe je njegovo mnenje o kakovosti oskrbe tako
pomembno, da ga moramo nujno vkljuciti v sistematicno izboljSevanje kakovosti, zato so posamezni izvajalci in
zdravstvene ustanove kot del pritoZznega sistema dolzne preverjati tudi zadovoljstvo uporabnikov (22, 28, 30, 38,
41, 61).

Bolniki, ki so bili doslej zadovoljni z zdravnikovim delom, ga bodo izbrali za svojega osebnega zdravnika (62,
63). Nezadovoljni bolniki pogosteje zamenjajo svojega osebnega zdravnika (50, 64). Zadovoljni bolniki so bolje
pouceni s svojim zdravljenjem in bolje sodelujejo pri zdravljenju (21, 36, 65), kar ima za posledico boljse
dusevno in telesno zdravje (67). Veéje zadovoljstvo vpliva na racionalno uporabo zdravstvene sluzbe (36). Bolj
zadovoljni bolniki so redkeje ponovno sprejeti v bolni$nico zaradi istega stanja (65). Posamezna medicinska
stroka pa lahko na osnovi stopnje zadovoljevanja pri¢akovanj bolnikov nalrtuje svoj razvoj, programe
dodiplomskega in podiplomskega izobrazevanja, ki naj pripelje do izboljSanja kakovosti (36, 66). Bolj
zadovoljni bolniki pogosteje sledijo zdravnikovim napotkom, kar dodatno prispeva k boljSim dolgoro¢nim
izidom zdravstvene oskrbe in boljsemu zdravstvenemu stanju bolnikov (67). Veéje zadovoljstvo pomembno
vpliva na vztrajanje pri istem zdravniku (63).

V svetu dajejo raziskavam zadovoljstva bolnikov velik poudarek. V okoljih, kjer gre za planski nacin
organizacije zdravstvenega varstva (“managed care” v ZDA, National Health Service v VB), je vkljucevanje
bolnikovih pogledov in izkuSenj v nacrtovanje in izvajanje zdravstvene oskrbe izrednega pomena (30, 46, 68,
69). Slovensko zdravnisko drustvo je pomenu sodelovanja med zdravnikom in bolnikom kot temelju
kakovostnega zdravstva posvetilo enega svojih kongresov (70-72). Tudi v slovenski druzinski medicini si v
zadnjih letih prizadevamo za sistematicno izboljSevanje kakovosti, katerega pomembna sestavina je tudi
zadovoljevanje potreb in Zelja nasih bolnikov (22, 73-75).

Dejavniki, ki vplivajo na zadovoljstvo

Zadovoljstvo bolnikov je vecdimenzionalna bolnikova ocena. Posamezni deli opisujejo zdravnikovo delo,
predvsem sporazumevanje in odnos do bolnika, sporo¢anje informacij bolniku, skrb za bolnikovo zdravstveno
stanje, prizadevanje za ¢im hitrejSe izboljSanje stanja in prijaznost osebja. Poleg zdravnikovega dela ima na
zadovoljstvo pomemben vpliv ¢as, ki ga bolniku posvetijo zdravnik in njegovi sodelavci ter organizacija dela, ki
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¢im bolj zmanjsa ¢akanje na pregled, omogoci gladek dostop bolnika do zdravnika osebno ali po telefonu in ki
zagotovi bolniku pomoc¢ takrat, ko jo najbolj potrebuje (43, 76).

Kulturno okolje in sistem zdravstvenega varstva s svojimi prvinami (organizacijo, dostopnost, dosegljivost in
privoscljivost (angl. sinonim = affordability) zdravstvene oskrbe) posamezne drzave vplivajo na raven
zadovoljstva bolnikov z delom zdravnika (16). V manjsi meri tudi zadovoljstvo s sistemom zdravstvenega
varstva vpliva na zadovoljstvo z zdravnikom (63). Znotraj posameznega sistema zdravstvenega varstva pa poleg
same kakovosti oskrbe, lastnosti zdravnika in lastnosti ambulante vplivajo tudi lastnosti bolnika in njegova
pri¢akovanja (slika 1) (77). Svoja pricakovanja oblikujejo na podlagi (78, 79):

— lastnih prej$njih izkuSenj,

— mnenja znancev, ki so izkusili dolo¢eno oskrbo,

— obljubljene oskrbe s strani izvajalcev in

—  splosno veljavnih norm.

Svoja pricakovanja primerjajo z rezultatom posveta z zdravnikom (17, 22). Najpogosteje so bolniki
nezadovoljni, ¢e:

— jih zdravnik ni poslusal,

— jim je zdravnik namenil premalo Casa,

— jim zdravnik ni pustil do besede,

— niso dobili Zelenega recepta ali zdravnik ni opravil pri¢akovane preiskave,

— so dobili informacij in napotke preko tretje osebe (medicinska sestra, svojci...),

—  zdravnikov nastop ni primeren.

Velik del variabilnosti v zadovoljstvu pojasnjuje vec¢je zadovoljstvo bolnika z zdravnikom pred posvetom (77).

Zadovoljstvo se vedno zrcali v lu¢i kon¢nega izida oskrbe (spremenjeno zdravstveno stanje ali bolj neposredni
izidi, kot so napotitev, recept, posamezni poseg in obcutene Skodljivosti). Boljse funkcionalno, boljse
zdravstveno stanje in boljSe dusevno zdravje, kot ga sporoc¢ajo bolniki sami, je povezano z ve¢jim zadovoljstvom
(80, 81). Odvisno je od doseganja pri¢akovanja in razmerja med obcuteno koristjo in $kodljivostjo (77, 82). K
stopnji zadovoljstva prispevajo tudi demografske lastnosti bolnika (starost, spol, izobrazba) neposredno in s tem,
kaksno je njegovo zdravstveno stanje, kakSen odnos ima z zdravnikom, kako sporoca svoje znake in obcutja,
kaksna so njegova pricakovanja (22). Svoja pri¢akovanja primerjajo z rezultatom posveta z zdravnikom (17).

LASTNOSTI BOLNIKA

BOLNIK

KAKOVOST OSKRBE

POSTOPKI

ZADOVOLJSTVO

POGOJI
KORISTI D
SKODLJIVOSTI ~—

BOLNIKOVA PRICAKOVANJA

Slika 2. Prvine, ki vplivajo na oblikovanje bolnikovega mnenja (zadovoljstva) o oskrbi (22).
Lastnosti bolnika

Lastnosti bolnika pomembno vplivajo na raven zadovoljstva (57, 83). Vecji del variabilnosti v zadovoljstvu
pripisujejo prav lastnostim bolnika (84). Lastnosti bolnika, ki vplivajo na zadovoljstvo, lahko razdelimo v tri
skupine:

— bioloske in socialne lastnosti,

— zdravstveno stanje,

— slog iskanja zdravstvene sluzbe.
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Bioloske in socialne lastnosti bolnika

Najpogosteje so v analize razlik v zadovoljstvu vkljucene bioloske in socialne lastnosti bolnikov: spol, starost,
izobrazba in okolje, kjer prebivajo. K stopnji zadovoljstva prispevajo neposredno in posredno z razlikami v
zdravstvenem stanju in slogom iskanja zdravstvene pomoci (22). Mlajsi in bolj izobrazeni bolniki so manj
zadovoljni (31, 37, 65, 76, 81, 83, 85-87). Moskih so praviloma manj zadovoljni (31, 37, 65, 76, 81, 83, 85-87).
V nasprotju s tem pa so nekateri avtorji pri moskih nasli vecje zadovoljstvo (88). Z demografskimi lastnostmi
lahko razlozimo le manjsi del razlik v stopnji zadovoljstva, pogosto pa so si ugotovitve razli¢nih raziskav tudi v
nasprotju (76), ali pa ne uspejo ugotoviti razlik v zadovoljstvu, povezanih z bioloSkimi in socialnimi lastnostmi
bolnikov. Da Costa npr. ni uspel ugotoviti nobene povezave med starostjo bolnikov in njihovim zadovoljstvom
(81). Najveckrat ne uspejo potrditi vloge bolnikovega spola pri razlikah v zadovoljstvu (89).

Pomemben vpliv na zadovoljstvo imajo tudi narodnost, rasa in kulturno ozadje bolnika (36, 63, 76). Bolniki
narodnostnih manj$in so pogosto manj zadovoljni z oskrbo (82, 90). Zadovoljstvo bolnikov se poveca, ¢e se
zdravnik zanima za kulturne posebnosti in vrednote posameznega bolnika (91). Belopolti Americani so bolj
zadovoljni s ¢asom in dosegajo vecje zadovoljstvo v primerjavi z ostalimi bolniki (89).

Zdravstveno stanje bolnikov

Zadovoljstvo pri kroni¢nih bolnikih je praviloma manjse (92). Po drugi strani pa so pri bolnikih z zvisanim
krvnim tlakom ugotovili ve¢je zadovoljstvo v primerjavi z ostalimi bolniki (35). Bolniki z znaki duSevnih
motenj so manj zadovoljni (65, 81). Tudi bolniki, ki trpijo zaradi duSevnih in telesnih tezav hkrati, so manj
zadovoljni (65). Boljse telesno in duSevno zdravje pa je nasprotno povezano z boljSo oceno zadovoljstva (35, 60,
81, 89).

Zadovoljstvo se vedno zrcali v lu¢i konénega izida oskrbe (zdravstveno stanje) (65, 79, 93). IzboljSano
funkcionalno in zdravstveno stanje napoveduje tudi ve¢je zadovoljstvo (31, 93, 94). Odvisno je od doseganja
pri¢akovanja in razmerja med ob¢uteno koristjo in $kodljivostjo. Nanj negativno vplivajo psiholoski dejavniki
bolnika, tj. depresija, stres in slaba socialna podpora (81).

Slog iskanja zdravstvene pomoci

Bolniki, ki veckrat obiscejo istega zdravnika, ali imajo z njim vecletne izkusnje, so z njim praviloma bolj
zadovoljni (35, 76). Pri bolnikih, ki so prej redkeje obiskovali svojega zdravnika, so odkrili manj$e zadovoljstvo
(31,37, 65, 81, 85-87).

Zdravnikova ambulanta

Bolniki se na poti do zdravnika srecujejo z zdravnikovimi sodelavci in sistemom zdravstvene organizacije, ki
doloca, kako bolnik v konkretnem primeru pride do zdravnika. V ¢asu konkretne zdravstvene oskrbe se bolniki
soocajo s pogoji, v katerih se odvija zdravstvena oskrba (dostopnost in videz prostorov, oprema ambulante,
organizacija dela) (67). Tako ocenijo kakovost posameznih izvajalcev, okolja, opreme in postopkov. Tudi delo
zdravnikovih sodelavcev vpliva na zadovoljstvo z zdravnikom. Se posebno je razumevajoée osebje pomembno
pri delu s skupinami bolnikov z druga¢nim kulturnim ozadjem (63). Okolje in organizacijo dolo¢ene ambulante
pojasnjujejo:

» lokacija ambulante: mesto - podeZelje,

» tip ambulante: na istem mestu dela en zdravnik posameznik — skupina zdravnikov,

» tip zaposlitve: zasebna ambulanta — javni zavod,

» naroCanje za pregled na uro: vpeljano narofanje — brez sistema narocanja.

Lokacija ambulante

Lokacijo ambulante navadno opredelimo glede na okolje, kjer se ambulanta nahaja: na mestno, podezelsko in
vcasih tudi na predmestno. Bolniki v mestu so manj zadovoljni kot bolniki na podezelju (31, 37, 65, 76, 81, 83,
85-87, 95). Oddaljenost najblizjega zdravnika druzinske medicine, predvsem pa specialista, vpliva na obseg
vsebine dela in s tem na zadovoljevanje bolnikovih pri¢akovanj (7, 96). Zdravnik zato prevzame za svoje bolnike
ve¢ odgovornosti, kar se pozna tudi na odnosih med zdravnikom in bolnikom (96). Bolniki dajejo pri ocenah
zadovoljstva velik pomen preventivnim pregledom (35, 36).

Tip ambulante

Tip ambulante je doloen s Stevilom zdravnikov, ki delajo na isti lokaciji. To je povezano predvsem s
tradicionalnim nacinom dela v druzinski medicini v preteklosti, ki se je v vec€ji meri obdrzal Se v
zahodnoevropskih drzavah, kjer praviloma zdravnik druzinske medicine posameznik dela v svojih prostorih, ki
navadno niso v blizini drugega zdravnika druzinske medicine. S tipom ambulante je verjetno na nek nacin
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pojasnjena (ne)zapletenost poti do zdravnika. Zlasti v vecjih skupinah je za preprostega bolnika pogosto pot do
zdravnika bolj zapletena kot pri zdravniku posamezniku, kjer je zdravnik pac preprosto v svoji ambulanti (35,
35). Bolniki, ki obiskujejo zdravnike, ki ne delajo v skupini z vsaj Se enim kolegom, so praviloma bolj
zadovoljni (60, 94, 98).

Tip zaposlitve
Zdravniki v ZDA, ki delajo kot zasebniki, imajo drugacen slog dela, ki pa ne vpliva na razlike v zadovoljstvu
bolnikov (99). Presenctljivo je Al Qatari ugotovil, da so bolniki bolj zadovoljni s ¢akalnico in prostori

zdravnikov, ki delajo v najetih nenamenskih prostorih, kot s prostori zdravnikov, ki delajo v ta namen zgrajenih
objektih (76).

Eden izmed namenov uvajanja zasebnega dela v slovenski sistem zdravstvenega varstva je bila tudi Zelja po
veéjem zadovoljstvu bolnikov (25, 26). Macurjeva je v raziskavi o vplivu privatizacije na kakovost zdravstvene
sluzbe med drugim ugotovila, da so bili anketiranci pri zasebnikih v primerjavi z zdravniki, zaposlenimi v javnih
zavodih, bolj zadovoljni s ¢akanjem, z opremo ambulant, z odnosom medicinske sestre, z obsegom informacij o
zdravljenju in s hitrostjo ukrepanja, medtem ko ni ugotovila nobenih razlik v splosni oceni zadovoljstva bolnikov
z zdravnikom druzinske medicine (100).

Organizacija dela

Organizacija dela, kot je naro€anje na uro, dosegljivost ambulante in zdravnika po telefonu vplivajo na
velje zadovoljstvo bolnikov (60, 94, 98). Bolniki, ki v Cakalnici Cakajo krajsi €as, so bolj zadovoljni (60).
Bolniki mo€no cenijo, da je zdravnik na razpolago, ko ga po njihovi oceni nujno potrebujejo (35, 101).
Zlasti je dosegljivost zdravnika osebno ali po telefonu pomembna, kadar zdravnik dela v vedji skupini
(35). Za hitro in ucinkovito usmerjanje bolnikov je takrat potrebna dobra organizacija in koordinacija
sluzb, ki pa za bolnike pogosto predstavlja oviro in s tem manjSe zadovoljstvo (35).

Na vecje zadovoljstvo pomembno vpliva prosta izbira zdravnika druzinske medicine (63, 88) in moznost, da
bolnik obiskuje vedno istega zdravnika (55, 101). Bolniki se v ve€ini primerov odlo¢ajo za zdravnika, ki ga
poznajo. To poudarja pomen stalnosti in dobrih medosebnih odnosov, ki se pri tem razvijejo (36). Pomen
stalnosti se z leti in s pogostej§imi stiki med bolnikom in zdravnikom Se veca (62). Bolniki od zdravnika
druzinske medicine pri¢akujejo hisni obisk, kadar ga potrebujejo in moznost, da se obrnejo na svojega osebnega
zdravnika po pomo¢ tudi izven njegovega delovnega casa (101).

Zdravnikovi sodelavci s svojim odnosom do bolnikov lahko pomembno vplivajo na zadovoljstvo bolnikov (63).
Najpomembnejsi dejavnik celotnega zadovoljstva je namre¢ prav ocena medosebnih odnosov, pri ¢emer igrajo
medicinske sestre pomembno vlogo (50, 55). Tudi nezadovoljstvo z medicinsko sestro je namre¢ lahko razlog za
zamenjavo osebnega zdravnika (50). Pomemben prispevek k veéjemu zadovoljstvu ima tudi izraz skrbi za
bolnika (55). Se posebno je razumevajode osebje pomembno pri delu s skupinami bolnikov z drugaénim
kulturnim ozadjem (63).

Zadovoljstvo s cakanjem v Cakalnici je premosorazmerno s ¢asom, ki ga bolnik prebije, ¢akajo¢ v ¢akalnici (37,
59). Slabe ocene ¢akanja v ¢akalnici imajo pomemben negativen ué¢inek na skupno zadovoljstvo (35, 55, 59). Ce
zelimo nezadovoljstvo ¢im bolj zmanjsati, potem je potrebno ¢im bolj skrajsati cakanje v ¢akalnici (55). Bolniki,
ki menijo, da so v ¢akalnici ¢akali krajsi ¢as od svojega pri¢akovanja, so na splo$no bolj zadovoljni s posvetom
pri zdravniku, medtem ko dejanski Cas, ki ga bolniki prebijejo v ¢akalnici, ne vpliva na skupno zadovoljstvo
(56).

Lastnosti zdravnika

Okrog 10 % variabilnosti v zadovoljstvu pripisujejo lastnostim zdravnika (84). V druzinski medicini so
pomembne prvine kakovosti in s tem zadovoljstva bolnikov stalnost, dostopnost, razpolozljivost, dobri
medsebojni odnosi, povezanost med zdravnikom in bolnikom ter sporazumevanje med zdravnikom in bolnikom
(19, 55, 94, 102-105). Lastnosti bolnika, ki vplivajo na zadovoljstvo lahko razdelimo v S§tiri skupine:
demografske lastnosti zdravnika, obseg in vsebina dela, slog dela in zadovoljstvo zdravnika s svojim delom.

Bioloske lastnosti

Spol zdravnika pogosto ni povezan z razlikami v zadovoljstvu, nekatere raziskave pa ugotavljajo, da so bolniki
bolj zadovoljni z zdravnicami (106) Starost zdravnika verjetno vpliva na veje zadovoljstvo predvsem preko
veéletnega poznavanja zdravnika in bolnika (90). Stalnost zdravnika, kot ena pomembnih lastnosti druzinske
medicine, ki se odraza z leti dela na isti lokaciji, prispeva k ve¢jemu medsebojnemu zaupanju in pridobivanju
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vesCin tudi za delo z razlicnimi kulturnimi skupinami (63). Za vecje zadovoljstvo je pomembna tudi rasna,
narodnostna in predvsem kulturna skladnost med zdravnikom in bolnikom (63). Bolniki zdravnika iste rase
ocenjujejo bolje kot zdravnika druge rase, kar kaze predvsem na pomen poznavanja kulturnih in osebnih vrednot
bolnikov (63, 90).

Obseg in vsebina dela

Vsebina dela pove, katere naloge prevzame zdravnik druzinske medicine pri reSevanju zdravstvenih tezav svojih
bolnikov. Z obsegom dela pa pojasnimo, koliko teh nalog opravi in koliko ¢asa nameni zanje. Obseg in vsebina
dela sta pri zdravniku druzinske medicine zelo velika in tudi mocno razlicna med posameznimi zdravniki
druzinske medicine (7). Bolniki od zdravnika pric¢akujejo, da je dobro strokovno podkovan in da je pripravljen
priti na hi$ni obisk v primeru potrebe (62).

Za zdravnike druzinske medicine je znacilno, da med posvetom dajejo v primerjavi s specialisti drugih strok
veéji poudarek na svetovanju in spodbujanju k zdravemu zivljenju (19, 80, 107). Bolniki, ki jim je zdravnik
svetoval preventivne ukrepe ali preglede in jih tudi izvedel, so bolj zadovoljni (35).

Bolniki e posebno cenijo, &e si zdravnik zanje vzame ¢as in jim zna prisluhniti (62). Cas, ki ga zdravnik nameni
bolniku, je zato izrednega pomena. Bolniki so bolj zadovoljni, ¢e imajo med posvetom dovolj ¢asa (19, 25, 26,
89, 94, 95, 98, 108). Cas je potreben za tehni¢ne vidike posameznega posveta, predvsem pa je kljuénega pomena
za posredovanje informacij bolniku, razlago postopkov in napoved izida bolezni ter za vkljucevanje bolnika v
soodlocanje (89). Zdravniki, ki v istem Casu pregledajo ve¢ bolnikov kot ostali, imajo krajsi ¢as posveta in
dosegajo nizje zadovoljstvo bolnikov (109). Prevelika obremenitev zdravnika, ki skrajSuje Cas, namenjen
bolniku, negativno vpliva na zadovoljstvo bolnikov (110).

Slog dela

Slog dela nam pove, na kakSen naéin doloCen zdravnika ali skupina zdravnikov izpolnjuje vsebino dela
zdravnika druzinske medicine (7). Kljuéni pri tem so dobri medosebni odnosi, povezanost med zdravnikom in
bolnikom ter sporazumevanje med zdravnikom in bolnikom, ki pomembno prispevajo k ve¢jemu vkljucevanju
bolnikov v njihovo oskrbo (19, 94, 55, 102-105). Slog zdravnikovega dela je povezan z zadovoljstvom bolnikov
(51, 77, 103, 105, 111). V druzinski medicini so pomembne prvine kakovosti in s tem zadovoljstva bolnikov
stalnost, dostopnost, razpolozljivost, dobri medsebojni odnosi, povezanost med zdravnikom in bolnikom ter
sporazumevanje med zdravnikom in bolnikom (19, 102-105). Izrednega pomena je ¢as, ki ga zdravnik nameni
bolniku, saj so bolniki bolj zadovoljni, ¢e imajo med posvetom na razpolago vec¢ casa (95, 98, 112). Vec casa
posvecenega zdravstvenemu izobraZevanju, opravljenemu telesnemu pregledu, pogovoru o ucinkih zdravljenja
in ¢im krajSe jemanje anamneze napoveduje veje zadovoljstvo (77). Bolniki $e zlasti cenijo informacije o
poteku zdravljenja, tople odnose in ustrezno sporazumevanje (56). Bolnikova ocena o zdravnikovem nacinu
posredovanja informacij o preiskavah, zdravstvenem stanju in zdravljenju ima velik pozitivni u¢inek na skupno
zadovoljstvo. Ce bolniki na ta vpradanja odgovorijo pozitivno, je mozno, da bo bolnik nezadovoljen, minimalna
(55). Posebno pomembno je sporazumevanje z bolniki, ki pricakujejo drage, a ne indicirane preiskave, ce
zdravnik Zeli obdrzati visoko stopnjo zadovoljstva (113).

Osrednji del zanimanja o zadovoljstvu bolnikov je tisti del zdravnikovega sloga, ki ga oznacujejo medosebni
odnosi med zdravnikom in bolnikom, povezanost med zdravnikom in bolnikom ter sporazumevanje med
zdravnikom in bolnikom (19, 102, 103, 105). S poznavanjem razlik v tem delu zdravnikovega sloga je mogoce z
usmerjenimi intervencijami — poukom sporazumevanja izboljSati zadovoljstvo in s tem sodelovanje bolnika,
zmanjSati nezadovoljstvo in pritozbe bolnikov (55). Bolniki pri oceni zadovoljstva upostevajo tako zdravnikov
odnos in s tem povezano vedenje (medosebna komponenta), kot tudi nacin, kako se zdravnik ukvarja z reSevanje
zdravstvenega problema bolnika, tj. njegovo strokovno usposobljenost in nacin, kako posreduje informacije o
ugotovitvah, predvidenih preiskavah, zdravljenju in napovedi bolezni (tehni¢na komponenta) (36, 114).
Bolnikovo mnenje o zdravnikovem odnosu pogosto vpliva na oceno o zdravnikovi strokovnosti. Kljub temu sta
medosebna in tehni¢na komponenta zadovoljstva dva samostojna dela zadovoljstva in ju bolniki tako tudi
ocenjujejo (114). Trditve, ki pojasnjujejo medosebno komponento zdravnikovega sloga in so za bolnike zelo
pomembne, so: »zdravnik pove vse, kar zelite vedeti o svoji bolezni«, »razlozi namen in potek zdravljenja«,
»zanima se in uposteva vaSa obcutja«, »je prijazen in pozoren« in »vklju¢il me je v odlocanje«. Tehni¢no
komponento opredeljujejo trditve: »zdravnik je usposobljen za svoje delo«, »zdravnik je natancen in previden,
»zdravnik vedno ugotovi, kaj mi je«. Vendar je tudi pri oceni teh najvecjega pomena sposobnost posredovanja
informacij. Sposobnost posredovanja informacij bolniku odlo¢ilno vpliva na stopnjo zadovoljstva bolnikov (83,
114). Bolniki tehni¢ne vidike zadovoljstva bolje ocenjujejo pri skupini zdravnikov, starejsih od 40 let, kar kaze
na pomen zaupanja (35). Pomemben prispevek k boljsim medosebnim odnosom in ve¢jemu zadovoljstvu ima
vklju¢evanje nebesednega sporazumevanja, humorja, smeha in kratkih vlozkov klepeta (51).
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Slog dela, ki upoSteva vse psihosocialne vidike bolnikovega stanja, prispeva k boljSemu zdravstvenemu stanju
bolnikov, slog dela, ki aktivno vkljucuje bolnike v zdravljenje prispeva k ve¢jemu zadovoljstvu bolnikov (80).
Le majhen odstotek bolnikov, ki navedejo, da jih je osebje obravnavalo kot ¢loveka, je v skupnem zadovoljstvu
zelo nezadovoljnih (55). Bolniki, ki jih je zdravnik vkljucil v iskanje vzrokov za zdravstvene tezave, se bodo
poredkeje pritozili zaradi zdravnikovega dela (51). Zdravnice imajo po nekaterih raziskavah drugacen slog dela,
ki se odraza z razlikami v vrsti in Stevilu medicinskih ukrepov, predvsem ponudijo vec¢ preventivnih ukrepov (7),
imajo nekoliko daljsi ¢as posveta, drugacen slog sporazumevanja in s tem vecje zadovoljstvo bolnikov (107).

Neprecenljive vrednosti za oblikovanje dobrih medosebnih odnosov in s tem vecjega zadovoljstva je tudi krajsi
klepet o vsakdanjih stvareh, s ¢imer dobi bolnik vtis, da se zdravnik zanima zanj kot ¢loveka in kot bolnika (89).
Najpogosteje so bolniki nezadovoljni, ¢e jih zdravnik ni poslusal, ¢e jim je zdravnik namenil premalo Casa, Ce
jim ni pustil do besede, ¢e niso dobili Zelenega recepta ali ¢e zdravnik ni opravil pricakovane preiskave, ce
zdravnik posreduje informacije in napotke preko tretje osebe (preko medicinske sestre, preko svojcev idr.) ali ¢e
bolniki niso bili zadovoljni z zdravnikovim odnosom. Vendar so tudi bolniki, s katerimi zdravnik ve¢ ¢asa porabi
za iskanje in ugotavljanje dodatnih diagnoz, lahko manj zadovoljni (115).

Zdravnikovo zadovoljstvo s svojim delom

Med teoretiki kakovosti velja, da le zadovoljen delavec lahko zadovolji uporabnika (29), vendar med
zadovoljstvom zdravnikom s svojim delom in zadovoljstvom bolnikov praviloma niso nasli tesnejSe
povezave (35, 94).

Lastnosti sistema zdravstvenega varstva

Raziskave razli¢nih sistemov zdravstvenega varstva so pokazale velike razlike pri izvajanju preventivnih
dejavnosti (116), pri financiranju zdravstvenega varstva (117), pri zagotavljanju kakovosti (10) in v zadovoljstvu
bolnikov (16, 118). Sistem zdravstvenega varstva igra pri zadovoljstvu pomembno vlogo, ker doloca
organizacijo zdravstvene sluzbe, dostopnost, dosegljivost in privos¢ljivost (angl. sinonim = affordability)
zdravstvene oskrbe (16, 60, 61, 118), zato tudi zadovoljstvo s sistemom zdravstvenega varstva vsaj v manjsi
meri vpliva na zadovoljstvo z zdravnikom (63). Mednarodne primerjave so pokazale velike podobnosti in razlike
v zadovoljstvu med posameznimi drzavami. Stopnja zadovoljstva bolnikov se v posameznih sistemih razlikuje
med seboj in je v nekdanjih socialisti¢nih drzavah nizja kot v drugih evropskih drzavah (16, 27).

V drzavah, kjer je druzinska medicina na osnovni ravni zdravstvenega varstva dobro organizirana, ugotavljajo
veéje zadovoljstvom bolnikov (118). Bolniki so obic¢ajno bolj zadovoljni v tistih sistemih zdravstvenega varstva,
v katerih ima zdravnik druzinske medicine vlogo vratarja, Ceprav je ta vloga pogosto povezana z omejenim
dostopom do razli¢nih storitev zdravstvene sluzbe na sekundarni ravni (59, 118). V sistemih z omejenim
dostopom do zdravnika na sekundarni ravni je zato Se zlasti pomembno zaupanje, ki ga ima bolnik v zdravnika
(119).

Merjenje zadovoljstva

Zadovoljstvo bolnikov lahko opazujemo posredno ali neposredno. Posredno ga ocenjujemo s tem, da analiziramo
obiskanost zdravnika, zamenjave osebnega zdravnika, pritozbe ipd. (40, 50, 120, 121). Neposredno pa
zadovoljstvo lahko ocenimo z vpraSalniki o zadovoljstvu, ki so lahko del pritoznega sistema ali pa samostojne
lo¢ene raziskave (22, 42, 105).

Zadovoljstvo lahko merimo
»  takoj po oskrbi:
= s prostim pogovorom,
= 7z vprasalnikom, ki ga izpolni na mestu in takoj odda;
» kasneje:
= 7z vprasalnikom, ki ga odnese s seboj in vrne po posti,
= 7z vpraSalnikom, ki ga prejme po posti,
=  zintervjujem po telefonu,
= v fokusni skupini.

Raziskave zadovoljstva lahko sluzijo oceni kakovosti oskrbe (kazalec kakovosti), prikazejo enega izmed izidov

oskrbe in kazejo na podrocja, kjer so potrebne spremembe (122). Prav tako so podatki o zadovoljstvu pomembni,
kadar se spremeni organizacija oskrbe bolnikov (123, 124).
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Vprasalniki o zadovoljstvu

Z merjenjem zadovoljstva si zelimo pridobiti predvsem mnenje za bodo¢a ukrepanja (22, 59). V svetu so razvili
Stevilne vpraSalnike za merjenje zadovoljstva z delom zdravnika druzinske medicine (34, 76, 92, 105, 125, 126).
Pomembna pomanjkljivost teh vpraSalnikov je, da so jih praviloma razvili v doloenem okolju in odslikavajo
lastnosti doloCenega sistema zdravstvenega varstva, zato so primerjave med drzavami zelo otezene (16, 78, 127).
To je Se posebno pomembno za merjenje zadovoljstva, ki odslikava subtilne kulturne in jezikovne posebnosti, ki
jih uporaba vprasalnika, oblikovanega v dolo¢enem kulturnem okolju in prevedenem v drug jezik, ne more zajeti
v celoti (53). Da bi zagotovili ¢im bolj zanesljive primerjave, je pomembno, da so uporabljeni instrumenti za
merjenje zadovoljstva ¢im bolj skladni (43). Zato se je skupina raziskovalcev iz ve¢ evropskih drzav v okviru
projekta EUROPEP lotila oblikovanja vprasalnika o zadovoljstvu bolnikov, ki povzema pri¢akovanja bolnikov v
druzinski medicini ne glede na sistem zdravstvenega varstva in na podlagi katerega bo mogoce zanesljiveje
izmeriti zadovoljstvo bolnikov (43).

Zadovoljstvo bolnikov z zdravnikom druZinske medicine v Sloveniji

Zadovoljstvu bolnikov v druzinski medicini v Sloveniji posve¢amo pozornost ze dlje ¢asa. Narejenih je bilo tudi
nekaj raziskav, ki pa so se lotevale posameznih vidikov zadovoljstva, tj. zadovoljstvo z dolzino posveta, z
razlogi za izbiro osebnega zdravnika, z razlogi za zamenjavo zdravnika in z razliko v zadovoljstvu pri zasebnih
zdravnikih. [Kersnik J, Bossman P, Svab 1. Vodilni razlogi bolnikov pri izbiri osebnega zdravnika druzinske medicine. Zdrav Vars 1998; 37(5-6):185-
90., Kersnik J. Postal survey of patients' satisfaction with general practice after changing their personal general practitioner. J Clin Gov 1999; 7(3):138-42. |
Zadovoljstvo bolnikov z zdravnikom druzinske medicine v Sloveniji je visoko (95, 62, 100). Zadovoljni so z
moznostjo proste izbire zdravnika (62) in v primeru nezadovoljstva z zdravnikom zamenjajo svojega osebnega
zdravnika (50). Ob uvedbi moznosti proste izbire osebnega zdravnika je kar 73 % bolnikov izbralo zdravnika
druzinske medicine, ki so ga obiskovali pred uvedbo moznosti izbire (100). Doslej zadovoljstvo bolnikov v
Sloveniji e ni bilo izmerjeno na sistemati¢en nacin, s katerim bi ugotovili stopnjo zadovoljstva bolnikov z
zdravnikom druzinske medicine, ki bi nam sluzila za nacrtovanje potrebnih intervencij na podrocju
dodiplomskega in podiplomskega izobrazevanja zdravnikov, za nacrtovanje organizacijskih sprememb in za
primerjave v prihodnje, kot primerjava za zdravnike druzinske medicine po Sloveniji, za mednarodne primerjave
in za spremljanje zadovoljstva pri razli¢nih intervencijah.
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METHODS
METODE

Uporabil sem metodo anketiranja bolnikov, ki obiskujejo zdravnika druzinske medicine, in anketiranje
sodelujolih zdravnikov druzinske medicine. Protokol raziskave je pregledala Komisija za medicinsko
etiCna vprasSanja pri Ministrstvu za zdravstvo in izdala pozitivno mnenje. Anketiranje smo izvedli v
marcu 1998.

Methods are described in full details in English in [Grol R, Wensing M, Olesen F, Mainz J, Vedstedt P, Szecsenyi J,
Klingenberg A, Bahrs O, Jung HP, Kersnik J. Patients evaluate general/family practice: the EUROPEP instrument.

Nijmegen:Richard Grol and Michel Wensing for the EUROPEP group, 2000:101.].

Vprasalnik za bolnike

Pripravil sem anketo (Appendix/Priloga 1), ki je temeljila na mednarodno pripravljenih in preverjenih
vpraSalnikih za merjenje zadovoljstva bolnikov z delom zdravnika druZinske medicine v zadnjih
dvanajstih mesecih — EUROPEP, ki je nastal v mednarodni raziskavi, katere koordinator za Slovenijo
sem bil (44). Sestavlja ga 23 trditev z dvema dodatnima trditvama o izbranem zdravniku druzinske
medicine: »Tega zdravnika druzinske medicine lahko toplo priporoéam svojim prijateljem.« in
»Nikakrsnega razloga nimam, da bi razmisljal(a) o zamenjavi svojega zdravnika druzinske medicine.«
in vprasalnik za merjenje zdravstvenega stanja in kakovosti Zivljenja, EuroQol (128-130) ter v Sloveniji
ze preverjen prevod vprasalnika o prisotnosti znakov anksioznosti in depresije (131, 132). Anketa je
vsebovala tudi vprasanja o spolu, starosti, izobrazbi, prisotnosti kroni¢ne bolezni in Stevilu obiskov pri
zdravniku druzinske medicine v preteklem letu, o zadovoljstvu s sistemom zdravstvenega varstva, o
zadovoljstvu z moznostjo izbire osebnega zdravnika druzinske medicine, o obisku in Stevilu obiskov
deZurne sluzbe v preteklem letu, o tem, ali je bil v preteklem letu pri anketirancu na hiSnem obisku
njegov osebni zdravnik ali deZurni zdravnik ter Stevilo vseh hiSnih obiskov pri njem, o obisku
specialisticnhe in bolnidniéne dejavnosti v preteklem letu, e je anketiranec v preteklem letu obcutil
potrebo po nujni medicinski pomodi, uporabo alternativnih zdravilcev v preteklem letu in o
samozdravljenju v preteklem letu. Anketirance sem prosil, da so navedli ime svojega osebnega
zdravnika, kar je omogocilo povezavo z vprasalnikom, ki so ga izpolnjevali zdravniki.

Vprasalnik EUROPEP

Vpradalnik o zadovoljstvu bolnikov je multidimenzionalni instrument, ki vsebuje 23 trditev o
posameznih vidikih dela zdravnika druzinske medicine. Priprava vpra3alnika je potekala stopenjsko
(123). Potencialne trditve so bile izbrane s pregledom strokovne literature s tega podrocja, dostopne v
podatkovnih bazah, ki je pokazal 51 objavljenih anket o zadovoljstvu bolnikov (102) in na podlagi
mednarodne raziskave o prioritetah bolnikov v druzinski medicini (37, 44, 93, 102, 114). Seznam 44
trditev je bil nato preverjen v intervjujih z bolniki (114) in z raziskavami v razli¢nih evropskih drzavah
(93, 102). Anketiranje 1000 bolnikov v 8 drzavah je pokazalo, da 23 izbranih trditev s seznama
zagotavlja ustrezne lastnosti instrumenta (Priloga 1). Odgovori na posamezne trditve, oziroma
strinjanje s posamezno trditvijo, so razvr§€eni na petstopenjski Likertovi lestvici od zelo slabo do
odli¢no.

Vprasalnik EUROPEP je nastal kot angleska razli¢ica, hkrati preveden v 13 evropskih jezikov. Da bi
zagotovili &im vecjo skladnost med vpraSalniki v razli¢nih jezikih in s tem najve¢jo mozno primerljivost
rezultatov je bila angleSka razli¢ica prevedena po slede¢em postopku: Trije neodvisni prevajalci (eden
je bil raziskovalec z medicinskega podrocja) so prevedli vprasalnik v slovensc¢ino in nato uskladili
prevode v skupno inacico. Dva prevajalca (enemu je bila angleS¢ina materin jezik) sta prevedla
usklajeno slovensko inacico v anglescino. Vseh pet prevajalcev je na koncu uskladilo svoje prevode in
pripravilo dokon&no obliko slovenske inacice vprasalnika EUROPEP (Appendix/Priloga 1).

Vprasalnik EuroQol EQ-5D

Za oceno kakovosti zivljenja sem izbral vprasalnik EuroQol EQ-5D, ki ima dva dela: vprasalnik o
funkcionalnem stanju in vizualno analogno lestvico za oceno zdravstvenega stanja. VpraSalnik
EuroQol EQ-5D je zanesljiv instrument in dobro razlouje med skupinami z razliénim funkcionalnim in
zdravstvenim stanjem (133). VpraSalnik o funkcionalnem in zdravstvenem stanju bolnikov je bil
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preveden iz angleSkega originala (128-130). Nastal je z mednarodnim sodelovanjem strokovnjakov
razliénih profilov. Namenjen je za opisovanje in ocenjevanje z zdravstvenim stanjem povezane
kakovosti zivljenja. Dopolnjuje druge instrumente za merjenje kakovosti Zivljenja, ker predstavlja
standardiziran instrument, ki meri kakovost Zivljenja na sploSno in ne samo ob prisotnosti posameznih
bolezni (128). EuroQol EQ-5D vpraSalnik je instrument, ki ga sestavlja pet skupin trditev, Ki
predstavljajo pet dimenzij funkcionalnega stanja. To so staliS¢a o tezavah z gibanjem, o mozZnosti
skrbeti zase, o sposobnosti opravljanja vsakdanjih dejavnosti, o prisotnosti bole€ine in o prisotnosti
tesnobe ali depresivnosti na dan izpolnjevanja ankete, ki jih anketiranec oceni na tristopenjski lestvici:
dolo¢en problem ni prisoten = 0, problem je delno prisoten = 1, problem je mo¢no izraZzen = 2. Dodana
je tudi vizualna analogna lestvica od 0 (najslabSe mozno zdravstveno stanje) do 100 enot (najboljSe
mozno zdravstveno stanje), t.i. zdravstveni barometer, na kateri so anketiranci oznacevali oceno
njihovega zdravstvenega stanja na dan izpolnjevanja ankete (Priloga 1). Vprasalnik EuroQol EQ-5D je
zasnovan tako, da ga anketiranci lahko izpolnjujejo sami.

Kratki Duke - AD vprasSalnik

Prisotnost znakov anksioznosti in depresije sem meril z vpraSalnikom za ugotavljanje o prisotnosti
znakov anksioznosti ali depresije, prirejenim kratkim Duke-AD vprasalnikom, ki je bil preveden iz
ameriSkega originala in pri nas ze uporabljen (131, 132). Anketiranci so odgovorili na sedem trditev o
njihovem pocutju in obcutkih (Priloga 1). Na trditve Hitro obupam, Tezko se skoncentriram in Rad(a)
sem med ljudmi so lahko odgovorili: DA, to popolnoma ustreza mojemu stanju/pocutju. DELNO velja
to tudi zame. NE, to ni ustrezen opis mojega stanja. Odgovori z DA so ocenjeni z dvema toCkama,
odgovori z DELNO z eno to¢ko in odgovori z NE z ni¢ to¢kami. Pri odgovorih na vpraSanje Rad(a) sem
med ljudmi je toCkovanje obratno. Nato so odgovorili e na vprasanja koliko tezav so imeli v zadnjem
tednu s spanjem, s hitro utrudljivostjo, z obCutkom Zalosti ali depresivnosti in z nervoznostjo. Mozni
odgovori so bili: NIC, NEKAJ ali VELIKO. Odgovori z NIC so bili ocenjeni z ni¢ tockami, odgovori z
NEKAJ z eno tocko in odgovori z VELIKO z dvema to¢kama. Z vpradalnikom je bilo tako mo¢ dosedi
od 0 do 14 toCk. Vsota 5 ali ve¢ toCk pri posameznem anketirancu kaze na mozno prisotnost
anksiozne ali depresivne motnje pri njem (131).

Vprasalnik za zdravnike

Lastnosti zdravnikov in ambulante je zajemal vpra3alnik, ki so ga izpolnjevali zdravniki. Zdravniki so
odgovarjali na vpradanja o spolu, starosti, letih sluzbe kot zdravnik druzinske medicine, Stevilo
delovnih ur z bolniki tedensko, Stevilo zdravnikov druzinske medicine v skupini, kjer dela, Stevilo vseh
zaposlenih, ki delajo z bolniki, na¢in zaposlitve (zasebnik, zaposlen v javhem zavodu), oddaljenost
najblizjega zdravnika druZinske medicine, oddaljenost najblizjega drugega specialista, ali ima uveden
sistem narocanja, o Stevilu bolnikov dnevno v ambulanti, o Stevilu telefonskih klicev, o Stevilu hiSnih
obiskov in na trditve o zadovoljstvu s svojim delom, ki je bil pri nas Ze uporabljen (7, 116).

Preiskovanci
Vzorec zdravnikov

Raziskavo sem izvedel z anketiranjem vzorca bolnikov, obiskovalcev zdravnikov druzinske medicine,
ki so privolili na sodelovanje v raziskavi. K sodelovanju sem ustno (po telefonu) povabil zdravnike in
zdravnice, ki delajo na taksnih lokacijah, ki ustrezajo stratifikaciji glede Stevila prebivalcev lokacije, kjer
je doloena ambulanta (30.000 prebivalcev in ve¢ — manj kot 30.000 prebivalcev), glede Stevila
zdravnikov druzZinske medicine na tej lokaciji (en sam zdravnik — ve€ zdravnikov) in glede na razmerje
po spolu zdravnikov, kot po podatkih statisticnega letopisa delajo v druzinski medicini (134). En
zdravnik v skupini ve¢ zdravnikov v okolju z ve¢ kot 30.000 prebivalci (Ljubljana) je odklonil
sodelovanje zaradi preobremenjenosti z delom in drugimi obveznostmi. Namesto njega sem izbral
zdravnika v drugi skupini v istem mestu. Ena zdravnica ni mogla sodelovati v raziskavi, ker je bila v
Casu raziskave na porodniSkem dopustu in sem namesto nje izbral drugo zdravnico enake starosti. V
raziskavi je tako sodelovalo 36 zdravnikov, stratificiranih glede na omenjena merila izbire. Na lokaciji,
kjer dela v skupini ve€ zdravnikov, sem izbral le po enega zdravnika.

Vzorec bolnikov

V raziskavo je bil vkljuéen sistematiCen vzorec 60 zaporednih, pri zdravniku, vklju€enem v raziskavo,
registriranih, bolnikov, starih 18 let ali ve¢, ki so v €asu raziskave obiskali tega zdravnika. Bolniki, ki
niso bili registrirani pri tem zdravniku vsaj eno leto, ali so imeli nepremostljive ovire z razumevanjem
slovenskega jezika, ali so bili, po zdravnikovem mnenju, duSevno nerazviti, da niso bili sposobni sami
izpolniti vpraSalnika, niso bili vklju€eni v raziskavo. Bolniki so v raziskavi sodelovali prostovoljno, zato
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so lahko sodelovanje odklonili ze pri zdravniku ob razdeljevanju anket. Zdravniki niso sporogili niti
enega primera odklonitve sodelovanja.

Postopek razdeljevanja anket

Vprasalnik o zadovoljstvu bolnikov so razdeljevali zdravniki po opravljenem pregledu bolnika. Osebni
stik z anketiranci namre€¢ pomembno zviSa odstotek odgovorov (127). Zdravnik je vsakemu
anketirancu razloZil, da je anketa anonimna in da sodelovanje lahko odklonijo takoj ali kasneje, tako
da vrnejo prazen vpra$alnik. Tistim, ki so pristali na sodelovanje, so razloZili, da gre za vpra$alnik o
njihovem zadovoljstvu z zdravnikom druZinske medicine v zadnjih dvanajstih mesecih, da so njihovi
odgovori anonimni in se bodo uporabljali za raziskovalne namene, ki naj bi omogocili nacrtovanje
dodiplomskega in podiplomskega izobrazevanja ter prispevali k izboljSanju sporazumevanja med
bolnikom in zdravnikom.

Izpolnjevanje anket

Vsak anketiranec je dobil vprasalnik z opisom namena raziskave, prodnjo za sodelovanje, sporocilom,
da je sodelovanje prostovoljno, anonimno in da lahko odkloni sodelovanje ter navodila za
izpolnjevanje vprasalnika (Priloga 1) z naslovljeno in frankirano ovojnico. Bolniki so vprasalnik
izpolnjevali doma in vrnili po posti raziskovalcu. Stirinajst dni po razdeljevanju vprasalnikov so
anketiranci prejeli vljudno pismo, Ki jih je opomnilo na izpolnitev ankete, ¢e bi medtem pozabili nanjo.

Analiza vprasalnikov

Zanesljivost lestvic sem poleg strukturiranega postopka prevoda (trije prevajalci v slovenscino in dva (eden z
materinim angleskim jezikom) iz slovens¢ine v angles¢ino; ter skupni sestanek prevajalcev, ki je zagotovil
konsenz glede ustreznega prevoda), preverjal tudi s testom zanesljivosti (izracunal sem vrednost alfa
koeficientov po Kronbachu).

Vprasalnik o zadovoljstvu bolnikov - EUROPEP

Zanesljivost vpraSalnika sem ugotovil z izraCunom vrednosti alfa po Kronbachu. Sprejemljivost
vsebine vpraSalnika sem ocenil z odstotkom odgovorov na posamezna vpraSanja in z analizo
veljavnosti posameznih vprasan.

Analiza zanesljivosti slovenskega prevoda vprasalnika EUROPEP je bila dovolj visoka, da sem lahko
iz 23 vprasanj vprasalnika o zadovoljstvu (Priloga 1) izraCunal skupno oceno zadovoljstva po enacbi
Bakerja in Hearnshawove [2] (69).

[(varaéanj 1 -23) * 100/(5 * 23)] * 125 - 25 [2]

Skupna ocena ima razpon od 0 to¢k (popolno nezadovoljstvo) do 100 to¢k (popolno zadovoljstvo). Ker
je bil Kaiser-Meyer-Olkin-ov test ustreznosti vzor€enja in Barlettov test sferi¢nosti statisticno znacilen,
sem naredil faktorsko analizo z metodo analize osnovnih faktorjev (Extraction Method: Principal
Component Analysis). S faktorsko analizo sem ugotovil 3 faktorje zadovoljstva: Faktor 1 — slog
zdravnikovega dela - sestavljajo vprasanja 1 do 17 in vprasanji 22 in 23 (Priloga 1). Faktor 2 —
organizacija dela - sestavljata vprasanji 18 in 19 (Priloga 1). Faktor 3 — stiki po telefonu - sestavljata
vpraSanji 20 in 21 (Priloga 1). Za posamezne faktorje sem izraCunal skupno oceno faktorja po
enacbah [3], [4] in [5].

[(varaganj 1-17, 22,23) * 100/(5 * 19)] *41.25-25 [3]
[(va.—aganj 18, 19) * 100/(5 * 2)] *1.25-25 [4]
[(varaéanj 20,21) * 100/(5 * 2)] * 125 - 25 [5]

Pri mednarodni primerjavi faktorjev nisem uporabil. Opredelil sem skupino zelo zadovoljnih bolnikov, ki
jo opisuje zgornji kvartil anketirancev s skupno oceno zadovoljstva 97 tock ali ve€, skupino zelo
zadovoljnih bolnikov z zdravnikovim delom, ki jo opisuje zgornji kvartil s skupno oceno 97 tock in veg,
skupino zelo zadovoljnih bolnikov z organizacijo dela, ki jo opisuje zgornji kvartil s skupno oceno 100
tock in skupino zelo zadovoljnih bolnikov s stiki po telefonu, ki jo opisuje zgornji kvartil s skupno oceno
100 tock.
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Vprasalnik o kakovosti zivijenja — EuroQol EQ-5D

Analiza zanesljivosti lestvice za oceno funkcionalnega stanja — EuroQol EQ-5D - je bila dovolj visoka,
zato sem odgovore pretvoril v skupno oceno z razponom od 0 do 100 tock. O to€k predstavlja
najslabSe mozno zdravstveno stanje in 100 to¢k najboljSe mozno. Iz 5 odgovorov o funkcionalnem
stanju sem izracunal skupno oceno funkcionalnega stanja po enacbi [6]. Skupna ocena ima razpon od
0 tock (najslabSe mozno funkcionalno stanje) do 100 to¢k (najboljSe mozno funkcionalno stanje). Pri
statistiCni analizi sem opredelil dobro funkcionalno stanje, ki ga opisuje zgorniji kvartil anketirancev z
oceno funkcionalnega stanja 90 tock ali ve€. Na vizualni analogni lestvici — zdravstvenem barometru -
0 toCk predstavlja najslabSo mozno oceno trenutnega zdravja in 100 toc¢k najboljSe mozno. Pri
statistiCni analizi sem opredelil dobro zdravje, ki ga opisuje zgornji kvartil anketirancev z oceno
trenutnega zdravja 80 tock ali vec.

[(Ztraitev 1-5) * 100/(5 * 5)] * 1.25 — 25 [6]
Kratki vprasalnik Duke-AD

Anketiranci so odgovorili na sedem vpra8anj lestvice kratke razliCice Duke AD vpraSalnika za
ugotavljanje prisotnosti znakov anskioznosti in depresije. Analiza zanesljivosti lestvice za oceno
prisotnosti znakov anksioznosti in depresije — kratka razli¢Gica Duke AD vpra$alanika - je bila dovolj
visoka, zato sem odgovore seStel v skupno oceno z razponom od 0 do 14 to¢k. ManjSe Stevilo tock
predstavlja manjSo prisotnost znakov anksioznosti in depresije, vecje Stevilo pa vecjo prisotnost. 1z 7
odgovorov o prisotnosti znakov anksioznosti ali depresivnosti sem izracunal vsoto znakov anksioznosti
in depresivnosti po enacbi [7].

[(Ztrditev 1- 7) [7]

Vsota ima razpon od 0 to¢k (nobenega znaka anksioznosti ali depresivnosti) do 14 tock (prisotnost
vseh znakov anksioznosti ali depresivnosti izrazenih v najhujSi obliki). Kadar je vsota tock 5 ali vec [7],
gre za vecjo verjetnost prisotnosti duSevne motnje, zaradi katere bi se moral anketiranec posvetovati s
svojim zdravnikom (131). To razdelitev sem uporabil tudi pri statisti¢ni analizi.

Vprasalnik za zdravnike

Analiza zanesljivosti vprasalnika za zdravnike je bila nizka, zato v analizi nisem uporabil skupne ocene
zadovoljstva z delom, temvel posamezne odgovore.

Analiza podatkov

Zbrane podatke sem obdelal z racunalniSkima paketoma Epi-Info in SPSS 8,0. Prikazal sem
povpre€ne vrednosti spremenljivk in standardne odklone. Analiziral sem vplive lastnosti bolnika:
demografske, socialne, prisotnost kroni¢ne bolezni, izrazena potreba po nujni zdravniski pomodi,
zdravstveno stanje, ocena kakovosti Zivljenja, prisotnost znakov duSevnih motenj, slog uporabe
zdravstvene sluzbe: letno Stevilo obiskov pri zdravniku druzinske medicine, uporaba dezurne sluzbe,
hiSnih obiskov, specialisticne in bolniSni¢ne sluzbe; vpliv okolja in organizacije dela zdravnikove
ambulante: mestno — vaSko okolje, oddaljenost od najblizjega zdravnika druzinske medicine,
oddaljenost od najblizjega specialista, skupinska — posamiCna ambulanta, Stevilo sodelavcev
zdravnikov druzZinske medicine in ostalih sodelavcev, zasebnik — javna ustanova, vpeljan sistem
naro€anja; vpliv lastnosti zdravnika: spol, starost, leta dela, dnevno Stevilo ambulantnih pregledov,
hidnih obiskov in telefonskih klicev v zvezi z bolniki ter zadovoljstvo zdravnika s svojim delom; in vpliv
sistema zdravstvenega varstva: zadovoljstvo bolnikov v 16 evropskih drzavah, bolnikovo zadovoljstvo
z organizacijo sistema zdravstvenega varstva in z mozZnostjo izbire osebnega zdravnika.

V bivariatni analizi vpliva lastnosti bolnika, lastnosti zdravnika in lastnosti ambulante sem glede na
naravo spremenljivk uporabil t-test. Neodvisnim kontinuiranim spremenljivkam sem definiral nove
dihotomne spremenljivke tako, da sem skupno oceno zadovoljstva lahko primerjal zgornjim kvartilom
naslednjih spremenljivk:

Starostniki so anketiranci stari 65 let in vec.

Pogosti obiskovalci so svojega zdravnika v enem letu obiskali 8-krat ali veckrat.

Zdravniki z dolgim stazem so delali na isti lokaciji 18 let in vec.

Zelo zaposleni zdravniki so s svojimi bolniki tedensko delali 35 ur in vec.

Obremenjeni zdravniki so navedli povpre¢no 50 ali ve€¢ ambulantnih obiskov.

YVVVYVVYV
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» Zdravniki, ki so pogosteje pripravljeni opraviti hisSni obisk, so navedli povpre¢no 2 ali ve¢ hisnih
obiskov dnevno.

» Zdravniki z veliko telefonskih pogovorov so za svoje bolnike opravili ve€ kot 15 telefonskih
pogovorov dnevno.

» Velik zdravstveni dom opredeljuje 20 ali ve€ zaposlenih.

» Veliko skupino zdravnikov druZinske medicine opredeljuje 10 zdravnikov druzinske medicine
ali ve€ na isti lokaciji.

» Oddaljen najbliZji specialist je bil oddaljen ve¢ kot 10 km in oddaljen najbliZji zdravnik

druzinske medicine je bil oddaljen ve¢ kot 8 km.

Dobljene podatke sem primerjal z evropsko bazo podatkov o zadovoljstvu bolnikov — raziskavo
EUROPEP, ki je po istem raziskovalnem protokolu zajela bolnike v 16 evropskih drzavah in z izsledki
drugih relevantnih raziskav. lzraunal sem povpre¢ne skupne ocene zadovoljstva po posameznih
drzavah. Da bi ugotovil razlike med slovenskim in evropskim vzorcem pri posameznih vprasanjih
vprasalnika, sem odgovore na posamezna vpraSanja spremenil v dihotomne spremenljivke tako, da
sem zdruzil odgovore, ki so jim anketiranci pripisali oceno odli¢no, v eno skupino (zelo zadovoljni
bolniki) in odgovore, ki so jim anketiranci pripisali ocene prav dobro, dobro, zadostno ali nezadostno v
drugo skupino. IzraGunal sem odstotek zelo zadovoljnih bolnikov s posameznimi vpraSanji vprasalnika
po posameznih drzavah in ga primerjal z odstotkom zelo zadovoljnih bolnikov v slovenskem vzorcu.

Z multivariatno analizo (multipla logistiCna regresija) sem izdelal modele, ki pojasnjujejo visoko skupno
zadovoljstvo, visoko zadovoljstvo z zdravnikovim delom, visoko zadovoljstvo z organizacijo dela in
visoko zadovoljstvo s stiki po telefonu. Bolnike sem za izdelavo modela, ki pojasnjuje visoko skupno
zadovoljstvo, razdelil v dve skupini — v skupino bolnikov s skupno oceno zadovoljstva v zgornjem
kvartilu (97 tock in vec) in ostale bolnike, za izdelavo modela, ki pojasnjuje visoko zadovoljstvo z
zdravnikovim delom, sem razdelil v dve skupini — v skupino bolnikov z oceno zadovoljstva s slogom
dela zdravnika v zgornjem kvartilu (97 tock in vec) in ostale bolnike, za izdelavo modela, ki pojasnjuje
visoko zadovoljstvo z organizacijo dela, sem razdelil v dve skupini — v skupino bolnikov z oceno
zadovoljstva z organizacijo dela v zgornjem kvartilu (100 tock) in ostale bolnike, in za izdelavo modela,
ki pojasnjuje visoko zadovoljstvo s stiki po telefonu, sem razdelil v dve skupini — v skupino bolnikov z
oceno zadovoljstva s stiki po telefonu v zgornjem kvartilu (100 to€k) in ostale bolnike (64).
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AN EVALUATION OF PATIENT SATISFACTION WITH FAMILY
PRACTICE CARE IN SLOVENIA
ZADOVOLJSTVO BOLNIKOV Z ZDRAVNIKOM DRUZINSKE
MEDICINE V SLOVENUJI

Paper 1: Kersnik J. An evaluation of patient satisfaction with family practice care in
Slovenija. Int J Qual Health Care 2000; 12(2):143-7.

Main results

On average, Slovene patients are with their family doctors. The mean of the overall patient
satisfaction score in Slovene sample was 86,6 points. In order to maintain high levels of patient
satisfaction and to improve it we should give further emphasis communication skills training. The
family physicians should have an easy access to the medical literature. The physicians should enter
family practice with finished vocational training. For already of working physicians in family practice the
in-service training should be encouraged and continuing medical education should cover the basic
health care fields in which family physicians manage their patients.

Glavni izsledki

Slovenski bolniki so v povprec¢ju zadovoljni z delom zdravnika druzinske medicine, manj pa so
zadovoljni z reSevanjem svojih ¢ustvenih in dusevnih tezav. Skupna ocena zadovoljstva bolnikov v
Sloveniji je bila povpre¢no 86,6 tocke. Da bi ohranili visoko raven zadovoljstva in jo Se izboljsali, bo
potrebno posvecati veliko pozornost izobrazevanju na podro¢ju sporazumevanja. Zdravnikom je
potrebno zagotoviti, da v delo v druzinski medicini vstopajo zdravniki po konCani specializaciji iz
druzinske medicine, pospesiti vkljuevanje zdravnikov brez opravljene specializacije v specializacijo iz
druzinske medicine, organizirati stalno strokovno izobrazevanje iz podroCij medicine, s katerimi se
zdravnik druZinske medicine sre€uje najpogosteje, 3e zlasti iz tistih, ki jih zdravnik druzinske medicine
pretezno ali celo izkljuéno obravnava sam in jim z razbremenitvijo pri vsakdanjem delu v ambulanti
omogociti tudi dovolj Easa za izobraZevanje.
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Details/Podrobnosti

Povprecna ocena skupnega zadovoljstva bolnikov z zdravnikom druzinske medicine v Sloveniji pri posameznih
zdravnikih je bila med 73,4 in 97,1 toc¢ko, povpreéno 86,6 tock; standardni odklon 12,4 toc¢ke [1]. Prvi faktor -
zdravnikovo delo — so bolniki ocenili s 86,2 toCkama (standardni odklon = 13,3 tocke), drugi faktor —
organizacijo dela - so bolniki ocenili s 83,0 (standardni odklon = 13,0 tock) in tretji faktor — stike po telefonu — z
90,7 to¢kami (standardni odklon = 16,3 tocke) [3], [4], [5].

Odgovore bolnikov na vpraSanja o zadovoljstvu slovenskega prevoda vprasalnika EUROPEP in odgovora na
trditvi o izbranem zdravniku druzinske medicine »Tega zdravnika splosne medicine lahko toplo priporocam
svojim prijateljem.« in »Nikakr$nega razloga nimam, da bi razmi$ljal(a) o zamenjavi svojega zdravnika splosne
medicine.« prikazuje tabela 1.

Tabela 1. Povprecna ocena za posamezno vprasanje o zadovoljstvu z zdravnikom druzinske medicine v zadnjih
12 mesecih, standardni odklon in odstotek anketirancev, ki so odgovorili na posamezno vprasanje.

VpraSanje: Kak$no je vaSe mnenje o zdravniku druZinske|Povpret- |Standard- |Odstotek
medicine in/ali splosni ambulanti v zadnjih 12 mesecih glede na|™°°"  |ni odklon Jodgovorov

to, ...
1. ali Vam je dal(a) obcutek, da imate dovolj ¢asa med|4,43 0,70
obiskom pri zdravniku? 98,6
2. ali se je zanimal(a) za Vase osebne razmere? 4,16 1,02 943
3. ali Vam je olajsal(a), da ste mu/ji povedali o svojih|4,35 0,85
tezavah? 96,0
4. ali Vas je vkljucil(a) v odlocanje o Vasem zdravljenju? (4,40 0,83 96,0
5. ali Vas je poslusal(a)? 4,63 0,63 98,9
6. ali je zaupno ravnal(a) z Vasim zdravstvenim kartonom|4,74 0,52
in VaSimi osebnimi podatki? 99,8
7. ali je poskrbel(a) za hitro olajSanje Vasih tezav|4,56 0,67
(simptomov)? 98,5
8. ali Vam je pomagal k boljsSemu pocutju, tako da lahko|4,54 0,67
opravljate svoje vsakdanje dejavnosti? 97,7
9. alije bil natancen? 4,48 0,73 98,8
10. kako Vas je pregledal? 4,44 0,73 98,3
11. ali Vam je ponudil moznost preventivnih ukrepov (tj.(4,30 0,98
sistematski pregled, preventivni pregled, cepljenje)? 91,4

12. ali Vam je razlozil(a) namen preiskav in zdravljenja?  [4.43 0,76 96,1

13. ali Vam je povedal(a), kar ste zeleli vedeti o svojih|4,52 0,72

simptomih in/ali bolezni? 97,6
14. ali Vam je pomagal(a) premagovati Custvene tezave v(4,36 0,88

zvezi z Vasim zdravstvenim stanjem? 88,7
15. ali Vam je pomagal, da bi razumeli pomembnost tega,|4-48 0,71

da upostevate njegove/njene (zdravnikove) nasvete? 95,8
16. ali je vedel(a), kaj Vam je naredil(a) ali povedal(a) med|4,43 0,75

prej$njimi obiski? 95,1
17. ali Vas je pripravil(a) na to, kaj lahko pri¢akujete od|4.36 0,82

pregleda in zdravljenja pri specialistu ali v bolni$nici? 88,9
18. kako so Vam bili v pomo¢ ostali sodelavci v splosni|4,36 0,90

ambulanti (ne zdravnika)? 96,1

19. ali ste dobili termin za pregled ali prisli na vrsto, tako|4,28 1,04
kot Vam je ustrezalo? 96,8

20. ali ste zlahka dobili telefonsko zvezo z ambulanto? 4,601 0,73 95.5

21. ali ste prisli do svojega zdravnika splosne medicine po|4,60 0,81 84,4
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telefonu?
22. koliko Casa ste ¢akali v ¢akalnici? 3,67 1,07 93,7
23. ali Vam je na razpolago hitra pomo¢ v nujnih primerih?|4,47 0,86 86,4
Tega zdravnika sploSne medicine lahko toplo priporocam|4,45 0,69
svojim prijateljem. 94,9
Nikakr$nega razloga nimam, da bi razmisljal(a) o zamenjavi|4,59 0,69
svojega zdravnika splosne medicine. 99,1

V povprecju 58 % (26 % do 77 %) anketirancev je na 23 vpraSanj odgovorilo, da so bili zelo zadovoljni s svojim
zdravnikom druZinske medicine v letu 1997. Anketiranci so bili zelo zadovoljni z zaupnostjo podatkov (74 %
zelo zadovoljnih), z zdravnikovo pripravljenostjo poslusati jih (69 %) in z moznostjo dobiti informacije po
telefonu (72 %). Manj pa so bili zadovoljni s ¢akanjem v cakalnici (le 24 % zelo zadovoljnih), z zdravnikovim
zanimanjem za osebne probleme (47 %), s Casom, ki jim ga je zdravnik namenil med posvetom (51 %) in z
zdravnikovimi spretnostmi sporazumevanja, oziroma spro§¢anja napetosti pri bolnikovem porocanju o problemih
(52 %). Anketiranci bi v 55 % svojega zdravnika priporo€ili prijateljem in v 67 % nimajo nikakr$nega razloga,
da bi razmisljali o zamenjavi svojega zdravnika. Povpre¢no 1,2 % bolnikov (0,1 do 3,8 %) je dalo oceno zelo
slabo in 3,7 % (0,5 12,7 %) slabo ali zelo slabo.

Paper 1/Clanek 1

Patient satisfaction is being regarded as an outcome of care in itself and one of the major contributors of better
patients compliance leading presumably to better clinical outcomes (1). Patient satisfaction with medical care is
a psihodimensional construct reflecting patients’ expectations, values an experiences (2, 3, 4). The interpretation
of patient satisfaction as an overall score is therefore often difficult, comparisons over defined dimensions of
general practice care being more appropriate (2).

Patients’ evaluation can be used as a tool for quality improvement on the practice as well as national level (1).
Several instruments were used in national studies on patient satisfaction and a few attempts of comparing aspects
of general practice across different countries were made showing convergences as well differences in patient
evaluations of general practice (5-12). For the international comparisons of patient evaluations the instrument
measuring patient satisfaction with care should be valid and reliable. During EUROPEP study on the measuring
patient evaluations of general practice such instrument was developed (13).

Slovenia has been facing transition of its politic as well its health care system (14). Data on patient satisfaction
with general practice in Slovenia are scarce and do not allow any comparison with the results from other studies.
Studies from the countries with different health care systems found some important divergences and lower
patient satisfaction in Eastern Europe (13, 15). Time pressure and less favorable communication style can
contribute to lower ratings (16-18). Therefor we conducted a study on patient satisfaction with family practice in
Slovenia to describe the level of patient satisfaction in Slovenia and try to compare it with data from other
studies (4, 8, 10, 13, 15).

We expected the overall level of satisfaction in Slovene family practice patients would be relatively high. We
expected patients will be less satisfied with some aspects of health care, i. e. communication and some
organizational aspects of family practice care thus providing us insight in what are their priorities.

Patients and methods
Instrument

We used an internationally standardized and validated instrument EUROPEP for patients’ evaluations of family
practice care developed in a series of studies. The development and validation process are described in detail
elsewhere (13, 20). Patients were asked to evaluate 23 items relating to specific aspects of family practice care
12 month prior to the study on a five point Likert scale with the extremes labeled "poor" and "excellent" (Table
1). The questions were selected from published satisfaction questionnaires and tested in an international
validation study and cover two dimensions of care: organization of care and clinical behavior (communication,
technical aspects and information giving) (13). Two additional questions “I can recommend this family
practitioner to my friends” and “I do not have any intention to change my family practitioner” using a five point
answering scale that ranged from "strongly disagree" to "strongly agree" were added for validation purposes to
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elicit the overall attitudes towards family practitioners. The questionnaire contained also questions on patient sex
and age.

The validity of the instrument was assured through explicit translation procedures using three forward and two
backward translations of original English version of the instrument (13).

Sampling and study design

We used common EUROPEP study protocol: 60 consecutive patients in 36 family practitioners (15 male and 21
female physicians) in different practices in Slovenia were approached and offered a self-administered
questionnaire. The practices were selected according to the size of the population (> 15.000 inhabitants, < then
15.000 inhabitants) in the town, where the practice is located, type of practice (group or single-handed). The
selection of practices and family physicians was made using national data on the location of practices, age and
sex of the family physicians (19) Analysis of participants and non-participants did not show any significant
differences according to the age and sex of participating family physicians and according to the location of
participating practices from non-participants.

To assure higher response rates 2160 questionnaires were handed out by the participating family practitioners.
The adult patients aged 18 or more were approached and informed about the purpose, anonymity and possibility
to refuse the participation in the study. They were asked to fill in the questionnaires at home and post it back in a
prepaid and addressed envelope to the research institute. After 14 days they were posted a reminder.

Analysis

Data were entered in the computer using Epi-Info statistical package and descriptive statistics were computed.
We calculated reliability coefficient (Cronbach's alpha) of the EUROPEP scale using SPSS statistical package.
We compared different procedures for expressing the figures for each item (percentages "excellent", percentages
"good-excellent", percentages "poor", means on 5 point scale) and correlation scores were calculated. Factor
analysis was performed to identify dimensions in the 23 questions. Satisfaction score (0 to 100 points) from the
23 items of the questionnaire was computed using the method described by Baker and Hearnshaw (10).

Results

1812 questionnaires were returned in the study period. Two questionnaires were returned not filled and one
without data about practice and family practitioner. 1809 (84 % response rate) entered the final analysis. Mean
age of the respondents was 50 years, S.D. 15 years, 64 % respondents were women, 686 (42 %) were living in
towns, 757 (47 %) visiting solo practices, 275 (17 %) visiting private physicians, 829 (51 %) visiting practices
with appointment system.

Table 2 shows percentages of patients’ rating of the questionnaire items. On average 58,2 % (46,5 % to 77 %, an
outlier: waiting in the waiting room 26,0 %) of participants rated the received level of care as excellent. Waiting
in the waiting room was the worst rated item (only 26,0 % excellent vs. 3,8 % very poor). Participants were also
less satisfied with perceived time during the consultation (51,6 % excellent but only 0,3 % very poor). They were
also less satisfied with connectional aspects of care: feeling that family practitioners showed interest in their
personal situation (46,5 % excellent vs. 2,8 % very poor), feeling that family practitioners made them easy to
explain about problems (49,1 % excellent vs. 2,8 % very poor). On the other hand patients praised many other
aspects of family practice care in Slovenia: confidentiality of medical records (77,0 % excellent vs. 0,2 % very
poor), listening capacity of their family physicians (69,4 % excellent vs. 0,3 % very poor), being able to speak to
the family practitioner on the phone (72 % excellent vs. 3 % very poor). 30,3 % of respondents rated provided
care on the items of the questionnaire as good. If we add good ratings to excellent ones, we find out very high
percentage of respondents satisfied with provided care (79,6 % to 97,4 % excellent or good vs. 0,5 % to 7,9 %
very poot, an outlier: waiting in the waiting room 59,7 % excellent or good vs. 12,7 % very poor or poor).

Mean scores for the items of the questionnaire range from 4,15 to 4,74 with an outlier waiting in the waiting
room 3,69. Factor analysis does not show any sub-dimensions in the satisfaction scale. The reliability of the
instrument is very high (Chronbach's alpha = ,912). This allows us to use a composite score for satisfaction scale
which was 86,1 points (SD 12,6). The satisfaction score did not differ according to sex of the patients, or gender
of the family physician, or type of the practice but there was a small but significant difference according to the
location of the practice, patients visiting practices in towns with more then 15.000 inhabitants less satisfied as
compared to others (84,9 points, SD 13,6 points vs. 87,0 points vs. 11,6 points; p = 0,03) and a small difference
according to the age of patients, patients in the agegroup over 65 being more satisfied then others (age group 18
to 39 years: 86,0 points, 40 to 54 years: 85,4 points, 55 to 64 years: 85,0 points, 65 years and older: 88,6 points;
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p < 0,001). Two additional questions “I can recommend this family practitioner to my friends” and “I do not
have any intention to change my family practitioner” correlated to scale score (table 2).

Table 2. Percentages of respondents answering to the items of the patient satisfaction questionnaire.

Item exce- |good |indeci- [poor |very no
llent sive poor  |answer

1. Making you feel you had time during|5/,6 40,4 6,3 1,3 0,3 1,4
consultation?

2. Interest in your personal situation? 46,5 33,1 12,1 53 2,8 5,7

3. Making it easy for you to tell him(49,/ 32,2 11,2 49 2,8 4,0
about your problems?

4. Involving you in decisions about your|54,9 33,7 8,2 1,7 1,4 4,0
medical care?

5. Listening to you? 69,4 25,5 3,7 1,1 0,3 1,1

6. Keeping your records and data|77,0 20,4 2,1 03 02 02
confidential?

7. Quick relief of your symptoms? 63,9 29,9 4,9 1,1 03 15
8. Helping you to feel well? 61,3 32,0 53 1,4 0,1 2,3
9. Thoroughness? 59,2 32,7 6,0 15 0,7 1,2
10. Physical examination of you? 56,2 34,1 7,9 1,4 0,4 1,7

11. Offering you preventive services? 57,7 26,0 10,5 2,8 2,7 8,6

12. Explaining the purpose of tests and|56,8 32,8 8,0 1,7 0,7 3,9
treatments?

13. Telling you about your symptoms|62,3 29,8 58 15 0,5 2,4
and/or illness?

14.Help in dealing with emotional|54,8 322 8,2 3,2 1,4 11,3
problems?

15. Helping you understand the|58,5 32,7 7.2 1,2 0,4 4,2
importance of his advice?

16. Knowing what he had done during|56,7 33,5 7,7 13 0,7 4,9
previous contacts?

17. Preparing you what to expect from|(53,0 35,3 8,3 2,2 1,1 11,1
specialist or hospital?

18. The helpfulness of the staft? 57,8 30,0 7.2 4,4 0,6 3,9

19. Getting an appointment to suit you? |[58,9 25,0 8,2 55 2,4 3,2

20. Getting through to the practice on the|7/,7 20,3 6,0 1,0 0,9 4,5
phone?

21.Being able to speak to the GP on the|72,4 20,7 3,7 0,8 2 15,6
phone?

22. Waiting time in the waiting room? 26,0 33,7 27,7 8,6 3,8 6,3

23. Providing quick services for urgent|62,6 26,6 6,7 1,9 1,9 13,6
health problems?

a) I can recommend this family|58,1 30,2 8,0 2.4 1,2 5,1
practitioner to my friends

b) Ido not have any intention to change|55,3 37,8 55 09 05 09
my family practitioner

Discussion

The level of satisfaction with family practice in Slovenia showed to be relatively high, a mean of 88,3 % of
respondents rated items of the questionnaire excellent or good and only 3,7 % of respondents rated them poor or
very poor (table 1), what is close to the findings of Calnan and co-workers (15) and Baker (18). This results
show free choice of personal family physician and possibility to change him/her when not satisfied is in
accordance with patient empowerment to improve health care delivery (3, 14). In all aspects but three patients in
more then 50 % expressed they were very satisfied with selected item (Table 1). The three respected items below
50 % were satisfaction with “Interest family physician showed in patients’ personal situation” (46,5 %), item
“Making it easy for you to tell him about your problems” (49,1 %) and considerable dissatisfaction with to long
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waiting time in the waiting room (26,0 %). Low evaluated items were also the statements “The family physician
made you had enough time during the consultation” (51,6 %), physician’s helpfulness in dealing with emotional
problems (54,8 %), “Preparing you what to expect from specialist or hospital” (53,0 %) This data should foster
future improvement in vocational training program and CME activities (21). Dissatisfaction with waiting time in
the waiting room and perceived time during the consultation show an important area to be kept in mind during
the transition processes in our country that urge doctors to focus on the numbers of patients cared in their
practices instead on the individual patient himself (14). The organization of health care delivery should bear in
mind unique expectations of primary care patients and holistic approach in family practice.

Among highly evaluated items in Slovenia were: “Keeping records and data confidential” (77,0 %), the
possibility to speak to the family practitioner on the phone (72,4 %), the ease to get through to the practice on the
phone (71,7 %), “Listening to you” (69,4 %), “Quick relief of the symptoms” (63,9 %) and “Providing quick
services for urgent health problems” (62,6 %). Era of computers in medicine, demands of the national insurance
institutions for reviewing patient records in financial control and pressure of different insurance companies to
have access to the patient record are a great challenge to the confidentiality so highly praised by the patients
today. In spite of lack of time doctors appeared to be good listeners and focused on actual patient problems as
well having good accessibility and availability for the patients in urgent cases. This is partly due to the reason
emergency services in our country are run by family physician co-operatives.

Patients would recommend their family practitioner to their friends in 88,3 % and they had no reason to consider
changing to a different family practitioner in 93,0 % which is in agreement with mean percentage of respondents
who were very satisfied with their family practitioner (88,3 %) and with satisfaction scale mean (86,1 points). In
spite of different nature of the questions “I can recommend this family practitioner to my friends” and “I do not
have any intention to change my family practitioner” we found identical values when comparing mean
percentages of the questionnaire to items from the question “I can recommend this family practitioner to my
friends”, indicating that using a very simple question can be a good surrogate for the overall assessment of
physician performance (table 1). On the other hand, considerable variations in specific items of the questionnaire
urge us to use comprehensive survey instruments, if we want to identify specific areas for improvement (13, 20).
It seems that patients are more cautious in recommending their family practitioner to friends then in the
decisiveness to stay with the family practitioner they have. Their willingness to stay with regular family
practitioner is even grater then the evaluation if the satisfaction level itself showing that patients are critical in
the evaluation but they prize long term relationship and connections between patient and the doctor.

Use of an internationally developed and validated instrument for patients evaluations of family practitioner
EUROPEP ensures reliable international comparisons (13, 20). The study design ensured participation of the
patients from 36 practice settings all over Slovenia, covering group practices, solo practices, urban and rural
practices as well public and private practices. High response rate (84 %) allows generalisability of the results to
the whole family practice population in Slovenia and to some extend the results can be compared to the results of
other studies using different instruments (13, 15).

Conclusions

The level of overall satisfaction with family practice in Slovenia is relatively high and can be compared to the
level of satisfaction in other European countries that confirms our hypothesis. This study revealed areas for
improvement: Doctor patient communication skills should be part of the core curricula for undergraduate and
postgraduate education. For effective communication to take place physicians need more time during
consultations and better practice management including appointment system indicating some organizational
change should take place on the national level allowing family physicians taking enough time for their patients.
Some questions remain to be answered by further studies. The patients who visit their family practitioners rarely,
elderly patients visited in their homes, institutionalized patients and patients using emergency and accident
services should be asked about their experiences with family practitioner.
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primarne zdravstvene zastite; 1999; Labin. Labin: Dom zdravlja dr. Lino Persi¢, 1999;
79-88.

Main results

The mean of the overall patient satisfaction score in Slovene sample was 86,6 points, significantly
higher (p<0,001) from the European mean level of patient satisfaction (82,6 points). Patients from
Slovenia were considerably more likely satisfied with their family physicians for quick relief of the
symptoms that is not the case for patients in Europe (62.9 % vs. 45.6 %). They were also very
satisfied with the possibility to speak to the family physician on the phone (71.6 % vs. 49.8 %), and the
ease to get through to the practice on the phone (70.9 % vs. 52.7 %). On the other hand they were
less satisfied with the interest physicians showed in their personal situation (46.8 % vs. 53.6 %), and
with the way physicians made them easy to tell them about the problems (52.0 % vs. 54.6 %). The
feeling they have enough time during the consultation was also evaluated lower than in Europe (51.2
% vs. 55.0 %). The evaluation of confidentiality of data, listening abilities of the doctors and possibility
of managing emergency cases was high in both samples. Equaly low were evaluation of the doctors'
interest in emotional problems, explanation of the expectation from the referral to other specialist and
long waiting times in the waiting rooms.

Glavni izsledki

Skupna ocena zadovoljstva bolnikov v Sloveniji je bila povpre¢no 86,6 toCke in je bila statistiCno
znacilno visja (p<0,001) od povprecja skupnega zadovoljstva bolnikov v evropskih drzavah (82,6 tock).
Slovenski bolniki so v primerjavi z ostalimi bolje ocenili hitro olajanje zdravstvenih tezav, ki so jih imeli
(62.9 % v primerjavi s 45.6 % je bilo zelo zadovoljnih s tem podroCjem dela), veliko dostopnost
ambulante po telefonu (70.9 % v primerjavi z 52.7 %) in moznost dobiti nasvet po telefonu (71.6 % v
primerjavi z 49.8 %). Enako visoko kot ostali bolniki so ocenili zaupnost podatkov, pripravljenost
zdravnika, da jih poslusa in moznost hitrega reSevanja nujnih primerov. Enako slabo kot ostali so
ocenili zanimanje za Custvene tezave, pripravo na posvet s klinicnim specialistom in dolgotrjano
Cakanje v Cakalnici. SlabSe kot ostali pa so ocenili zanimanje za osebne probleme (46.8 % v primerjavi
s 53.6 %), obCutek, da si je zdravnik vzel dovolj Casa med obiskom (51.2 % v primerjavi s 55.0 %) in
vodenje posveta (52.0 % v primerjavi s 54.6 %).
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Details/Podrobnosti

V evropskem vzorcu je na anketo odgovorilo 79,5 %, v slovenskem pa 83,8 % anketirancev. Slovenski in
evropski vzorec bolnikov sta si bila podobna po spolu, povprecni starosti in oceni zdravja. Povprec¢no Stevilo
obiskov v slovenskem vzorcu je bilo nekoliko manjse, vecja pa je bila prisotnost kroni¢ne bolezni (tabela 3).

Tabela 3. Lastnosti bolnikov evropskega in slovenskega vzorca.

Evropa (n=2.4016) Slovenija (n = 1.809)
Spol
-moski 35,1% 36,0 %
-zenski 64,9% 64,0 %
Starost Povprecno = 50,6 povprecno = 50,9 let
<40 let 30,7 % 27,8 %
41-65 let 43,9 % 51,6 %
>65 let 254 % 20,6 %
Obiski pri zdravniku | Povprecno = 7.8-krat povprecno = 6,7-krat
druzinske medicine \
zadnjih 12 mesecih
Ocena zdravja
-dobro/prav dobro/odli¢no 68,3 % 66,5 %
-slabo/zelo slabo 31,.7 % 33,5 %
Prisotnost kroni¢ne bolezni 40,2 % 49.2 %
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Najnizja povpre¢na ocena skupnega zadovoljstva v posamezni drzavi je bila 70,4 tock na Finskem, standardni
odklon 14,9, 95 % interval zaupanja: 68,9 do 72,0 tock, najvisja pa 89,3 tocke v Svici, standardni odklon 10,6,
95 % interval zaupanja 88,4 do 90,2.6 [1]. Povprecna ocena skupnega zadovoljstva bolnikov z zdravnikom
druzinske medicine v Sloveniji je bila 86,6 tocke; standardni odklon 12,6; 95 % interval zaupanja: 85,9 — 87,4 in
je bila statisti¢no znacilno visja (p<0,001) od povprec¢ja skupnega zadovoljstva bolnikov v evropskih drzavah
(82,6 tocke; standardni odklon 16,9; 95 % interval zaupanja: 82,2 — 82,9). Tabela 4 prikazuje povprecno skupno
oceno zadovoljstva po posameznih evropskih drzavah in mesto Slovenije v skupini evropskih drzav. Ker se
faktorji v evropskem in slovenskem vzorcu razlikujejo, primerjava med njimi ni mogoca.

Tabela 4. Povprecna skupna ocena zadovoljstva po posameznih evropskih drzavah (N=24016).

Drzava Skupna ocenaStandardni
zadovoljstva odklon
1. Svica 89,3 10,6
2. Nemcija 88,5 12,9
3. Spanija 87,3 17,3
4. Avstrija 87,3 12,9
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5. Belgija - Flandrija  [87,1 13,8
6. Islandija 86,9 16,2
7. Slovenija 86,6 12,6
8. Belgija - Valonija  [86,0 13,3
9. Izrael 82,0 18,5
10. Nizozemska 81,8 17,3
11. Portugalska 79,3 15,3
12. Svedska 78,8 18,3
13. Norveska 77,8 18,7
14. Danska 77,5 17,3
15. Velika Britanija 75,5 20,2
16. Francija 74,2 17,7
17. Finska 70,4 14,9
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Tabela 5. Odstotek odgovorov “odlicno” evropskega vzorca na posamezna vprasanja (n=24016) in slovenskega
vzorca (n = 1809), prvo- in drugo-uvrscena drzava ter rang Slovenije Okrajsave: CH- Svica, B-W- Belgija —
valonski del, D- Nemcija, E- Spanija, IC-Islandija, SLO — Slovenija.

Vprasanje Evropsko Slovenija Prvo- Drugo- [ Rang
povprecje uvr€e- [ uvrs€e- | SLO

na na

drzava drzava
ali Vam je dal(a) obcutek, da imate dovolj ¢asa med | 55.0 (35-76) |51.2(19-79) |IC E 9
obiskom pri zdravniku?
ali se je zanimal(a) za VaSe osebne razmere? 53.6 (38-76) | 46.8 (18-75) E CH 13
ali Vam je olajsal(a), da ste mu/ji povedali o svojih | 54.6 (36-74) 52.0 (21-73) E B-W 10
tezavah?
ali Vas je vkljucil(a) v odlocanje o VaSem zdravljenju? | 51.5 (33-64) 54.8 (16-74) E IC 8-9
ali Vas je poslusal(a)? 61.8 (40-81) 69.1 (39-85) E IC
ali je zaupno ravnal(a) z VaSim zdravstvenim | 74.2 (61-91) |74.2(52-93) |IC E 5
kartonom in Vasimi osebnimi podatki?
ali je poskrbel(a) za hitro olajSanje Vasih tezav | 45.6 (32-63) 62.9 (28-91) IC SLO 2
(simptomov)?
ali Vam je pomagal k boljSemu pocutju, tako da lahko | 49.5 (32-72) | 60.4 (36-85) |IC E 3
opravljate svoje vsakdanje dejavnosti?
ali je bil natancen? 54.1(42-80) |[58.0(36-95) |E D 5
kako Vas je pregledal? 53.2(42-76) |[55.3(39-89) |E IC 7-8
ali Vam je ponudil moZnost preventivnih ukrepov (tj. | 51.8 (37-77) | 57.2(33-83) |E D 4
sistematski pregled, preventivni pregled, cepljenje)?
ali Vam je razlozil(a) namen preiskav in zdravljenja? | 53.6 (38-76) 56.1 (24-92) E IC 7
ali Vam je povedal(a), kar ste zeleli vedeti o svojih | 55.0 (34-75) 61.7 (33-94) E IC 4
simptomih in/ali bolezni?
ali Vam je pomagal(a) premagovati Custvene tezave v | 49.4 (34-67) 54.6 (25-76) E CH 6-7
zvezi z VaSim zdravstvenim stanjem?
ali Vam je pomagal, da bi razumeli pomembnost tega, | 51.4 (33-76) | 57.8(15-82) |E IC 4-5
da upostevate njegove/njene (zdravnikove) nasvete?
ali je vedel(a), kaj Vam je naredil(a) ali povedal(a) | 48.4 (29-76) 56.1 (30-85) E IC 3-5
med prej$njimi obiski?
ali Vas je pripravil(a) na to, kaj lahko pri¢akujete od | 47.9 (30-75) |52.3(19-86) |E IC 4-5
pregleda in zdravljenja pri specialistu ali v bolni$nici?
kako so Vam bili v pomo¢ ostali sodelavci v splosni | 53.8 (24-71) 56.9 (24-91) CH E 5-6
ambulanti (ne zdravnika)?
ali ste dobili termin za pregled ali prisli na vrsto, tako | 54.1 (24-79) 56.9 (22-92) CH D/E 6
kot Vam je ustrezalo?
ali ste zlahka dobili telefonsko zvezo z ambulanto? 52.7 (25-78) 70.9 (46-94) CH D 3
ali ste prisli do svojega zdravnika splosne medicine po | 49.8 (24-72) 71.6 (34-98) SLO CH
telefonu?
koliko ¢asa ste ¢akali v ¢akalnici? 27.8 (14-52) 23.8 (4-95) CH IC
ali Vam je na razpolago hitra pomo¢ v nujnih | 59.0 (36-77) 61.9 (31-82) CH E 7
primerih?

Tabela 5 prikazuje odstotek odgovorov odlicno na posamezna vprasanja vpraSalnika EUROPEP evropskega in
slovenskega vzorca. V primerjavi z Evropo vidimo, da so nasi bolniki niZje ocenili zdravnikovo zanimanje za
osebne probleme in zdravnikovo sposobnost vodenja sprosc¢ajocega pogovora. Anketiranci so bili tudi manj
zadovoljni s ¢asom, ki jim ga je namenil zdravnik med posvetom pri njem (51 % odli¢no v primerjavi z 1 % zelo
slabo), z obcutkom, da je zdravnik pokazal zanimanje za njihovo osebno stanje (47 % odli¢no v primerjavi s 3 %
zelo slabo), z obcutkom, da jim je zdravnik olajSal razlago njihovih (bolnikovih) tezav (52 % odli¢no v
primerjavi z 1 % zelo slabo).

Bolje so ocenili hitro olajsanje tezav, hiter dostop do zdravnika po telefonu in moznost dobiti nasvet po telefonu.
Posebej visoko so ocenili moznost govoriti z zdravnikom po telefonu (72 % odli¢no v primerjavi s 3 % zelo
slabo).

Enako dobro so ocenili zaupnost ravnanja s podatki, zdravnikovo pripravljenostjo poslusati in z moznostjo
hitrega ukrepanja zdravnika v nujnem primeru. Zlasti so visoko ocenili zaupnost ravnanja z medicinskimi
podatki (74 % odli¢no v primerjavi z 1 % zelo slabo) in zdravnikovo pripravljenost poslusati bolnika (69 %
odli¢no v primerjavi z manj kot 1 % zelo slabo).
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Enako slabo so ocenili obravnavo ¢ustvenih problemov, pripravo na to, kaj lahko pri¢akujejo od pregleda pri
specialistu ali v bolniSnici in ¢akanje v ¢akalnici. Najnizje so ocenili ¢akanje v €akalnici (le 24 % odli¢no v
primerjavi s 4 % zelo slabo).

Paper 2/Clanek 2

Patient satisfaction is besides clinical outcomes, functional status and well-being regarded as an outcome of care
(1). Higher satisfaction leads of better compliance and better clinical outcomes. Patient satisfaction reflects
patients’ expectations, values experiences (2-5). The interpretation of patient satisfaction as an overall score is
therefore often difficult, comparisons over defined dimensions of general practice care are more appropriate (2).

Patients’ evaluation can be used as a tool for quality improvement on the practice as well as the national level
(1). Several instruments were used in national studies on patient satisfaction, and a few attempts of comparing
aspects of general practice across different countries were made showing convergences as well differences in
patient evaluations of general practice (6-13). For the international comparisons of patient evaluations the
instrument measuring patient satisfaction with care should be valid and reliable. During the EUROPEP study on
measuring patient evaluations of general practice such an instrument was developed (14).

Data on patient satisfaction with family medicine in Slovenia are scarce and do not allow any comparison with
the results from other studies (15-17). Studies from the countries with different health care systems found some
important divergences and lower patient satisfaction in Eastern Europe (18).

We conducted a study on patient satisfaction with family practice in Slovenia to describe the level of patient
satisfaction in Slovenia and compare it to the level of satisfaction in some other European countries. We
expected the overall level of satisfaction in the Slovene family practice patients would be in the range of other
countries. We hypothesised Slovene patients would be less satisfied with some aspects of health care, i. e.
communication and some organisational aspects of family practice care in Slovenia as compared to other
countries.

Patients and methods
Instrument

We used an internationally standardised and validated instrument EUROPEP for patients’ evaluations of family
practice care developed in a series of studies. The development and validation process are described in detail
elsewhere (14). 23 questions cover the following dimensions of care: personal care, technical care, information
giving and organisation of care. Patients were asked to evaluate scale following items on a five point Likert
relating to their family practitioner: What is your opinion of the general practitioner and/or general practice over
the last 12 months with respect to..: Making you feel you had time during consultation? Interest in your personal
situation? Making it easy for you to tell him about your problems? Involving you in decisions about your
medical care? Listening to you? Keeping your records and data confidential? Quick relief of your symptoms?
Helping you to feel well? Thoroughness? Physical examination of you? Offering you preventive services?
Explaining the purpose of tests and treatments? Telling you about your symptoms and/or illness? Help in dealing
with emotional problems? Helping you understand the importance of his advice? Knowing what he had done
during previous contacts? Preparing you what to expect from specialist or hospital? The helpfulness of the staff?
Getting an appointment to suit you? Getting through to the practice on the phone? Being able to speak to the
family physician on the phone? Waiting time in the waiting room? Providing quick services for urgent health
problems? The validity of the instrument was assured through explicit translation procedures using three forward
and two backward translations of the original English version of the instrument.

Sampling and study design

We made a stratified sample of family practices in Slovenia. The practices were selected according to the size of
the population (> 30.000 inhabitants, < than 30.000 inhabitants) as urban or rural, according to the type of
practice (group or single-handed). The selection of practices and family physicians was made in accordance to
national data on the location of practices, age and sex of the family physicians, and the physicians under study
fairly good represent national situation (19). 60 consecutive patients in 36 family practices (15 male and 21
female physicians) were approached and offered a self-administered questionnaire.

2160 questionnaires were handed out by participating family practitioners following every face to face office

contact. The patients were informed about the purpose, anonymity and possibility to refuse the participation in
the study. They were asked to fill in the questionnaires at home and post it back in a prepaid and addressed
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envelope to the research institute. After 14 days they received a reminder. Identical samples were approached in
Belgium (Valon part), Belgium (Flemish part), Denmark, Germany, Great Britain, Iceland, Israel, The
Netherlands, Norway, Portugal, Spain, Sweden and Switzerland.

Analysis

Data were entered into the computer using the Epi-Info statistical package, and descriptive statistics were
computed. We tested the reliability of the EUROPEP scale using the SPSS statistical package.

Results

1812 questionnaires were returned during the study period. Two questionnaires were returned not filled in, and
one without data about practice and family practitioner. 1809 (84 % response rate) entered the final analysis. The
mean age of the respondents was 50 years, S.D. 15 years, 64 % respondents were women, 686 (42 %) were
living in towns, 757 (47 %) visiting solo practices, 275 (17 %) visiting private physicians, 829 (51 %) visiting
practices with an appointment system.

Table 6. Rank order of selected items in Slovenia and Europe according to the expressed level of satisfaction.

Item - Slovenia Ra- |Item - Europe
nk

6. Keeping your records and data confidential? |1. |6. Keeping your records and data confidential?
21. Being able to speak to the family physician|2. |5. Listening to you?

on the phone?
20. Getting through to the practice on the[3. |23. Providing quick services for urgent health

phone? problems?

5. Listening to you? 4. |1. Making you feel you had time during
consultation?

7. Quick relief of your symptoms? 5. [13. Telling you about your symptoms and/or
illness?

23. Providing quick services for urgent health|6. |3. Making it easy for you to tell him about your

problems? problems?

13. Telling you about your symptoms and/or|7. |9. Thoroughness?

illness?

8. Helping you to feel well? 8. |19. Getting an appointment to suit you?

9. Thoroughness? 9. [18. The helpfulness of the staff?

15. Helping you understand the importance of|10. |2. Interest in your personal situation?
his advice?

11. offering you preventive services? 11. |12. Explaining the purpose of tests and treatments?

18. The helpfulness of the staff? 12. [10. Physical examination of you?

19. Getting an appointment to suit you? 13. |20. Getting through to the practice on the phone?

12. Explaining the purpose of tests and|14. |11. Offering you preventive services?

treatments?

16. Knowing what he had done during|15. [4. Involving you in decisions about your medical

previous contacts? care?

10. Physical examination of you? 16. [15. Helping you understand the importance of his
advice?

4. Involving you in decisions about your|17. |21. Being able to speak to the family physician on

medical care? the phone?

14. Help in dealing with emotional problems? [18. (8. Helping you to feel well?

17. Preparing you what to expect from|19. |14. Help in dealing with emotional problems?
specialist or hospital?
3. Making it easy for you to tell him about|20. |16. Knowing what he had done during previous

your problems? contacts?

1. Making you feel you had time during|21. [17. Preparing you what to expect from specialist or
consultation? hospital?

2. Interest in your personal situation? 22. |7. Quick relief of your symptoms?

22. Waiting time in the waiting room? 23. |22. Waiting time in the waiting room?

58 % (26 % to 77 %) of participants were very satisfied with the level of care received from their personal family
practitioners in the year 1997 as measured by items of the questionnaire. Table 5 presents the mean percentage of
the respondents evaluating an item excellent, range of the evaluations in the European and Slovene sample. In
the international comparison patients put Slovene family practitioners in the fifth place among 14 nations.
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(Tab. 5, see same chapter in front of this paper)

By far the lowest evaluated item was waiting in the waiting room (24 % very satisfied vs. 4 % very unsatisfied).
Participants were also less satisfied with perceived time during the consultation (51 % were very satisfied but
less than 1 % very unsatisfied), with connective aspects of care: feeling that family physicians showed interest in
their personal situation (47 % very satisfied vs. 3 % very unsatisfied), feeling that family physicians made them
easy to explain about problems (52 % very satisfied vs. 1 % very unsatisfied). These items were also below the
European average for the selected item indicating the area for improvement (table 5). On the other hand patients
praised many other aspects of family practice care: confidentiality of medical records (74 % vs. less than 1 %),
listening capacity (69 % vs. less than 1 %), being able to speak to the family practitioner on the phone (72 % vs.
3 %) (Table 5, see same chapter in front of this paper).

As we can see patients in different countries are expressing different levels of satisfaction and also different
values and priorities (Table 6).

Discussion

Use of an internationally developed and validated instrument for patients evaluations of family physician
EUROPEP ensures reliable international comparisons. The study design ensured participation of patients from
36 practice settings all over Slovenia, covering group practices, solo practices, urban and rural practices, as well
as public and private practices. A high response rate (84 %) allows generalisation of results to the entire family
practice population in Slovenia. The level of satisfaction with family practice in Slovenia showed to be relatively
high, a mean of 58 % of respondents being very satisfied with all aspects of care under examination, and the
overall satisfaction score 85.9 points. In all aspects but two patients in more than 50 % expressed they were very
satisfied with the selected item (Table 5). Two respected items below 50 % were satisfaction with the interest in
a family physician showed in patients’ personal situation (46.8 %) which was also the worst rank for Slovene
family physicians, and considerable dissatisfaction with too long waiting time in the waiting room (23.8 %).
Besides those two items below European mean levels there are also items if the family physician made the
patient feel he had enough time during the consultation (51.2 % vs. 55.0 %), and if the family physician made it
easy to the patient to explain his problems (52.0 % vs. 54.6 %).

Several authors pointed out convergences and divergences in the European family physician (13, 14, 18). This
study also revealed few common features in the international family practice. Among six highly evaluated items
there were three same in Slovenia and in Europe. Keeping records and data confidential (74.2 % in both cases),
Listening to you (69.1 % vs. 61.8%) and Providing quick services for urgent health problems (61.9 % vs. 59.0
%), and among six lowest evaluated items also three common for family practice in Europe and Slovenia, i.e.
Help in dealing with emotional problems (54.6 % vs. 49.4 %), Preparing you what to expect from a specialist or
hospital (52.3 % vs. 47.9 %) and Waiting time in the waiting room (23.8 % vs. 27.8 %).

There are also some important differences. Patients from Slovenia were considerably more likely satisfied with
their family physicians for quick relief of the symptoms that is not the case for patients in Europe (62.9 % vs.
45.6 %). This indicates helping patients to diminish their suffering is a high priority for family physicians in
Slovenia. They were also very satisfied with the possibility to speak to the family physician on the phone (71.6
% vs. 49.8 %), and the ease to get through to the practice on the phone (70.9 % vs. 52.7 %), confirming a good
availability and accessibility of family physicians in Slovenia. On the other hand they were less satisfied with the
interest physicians showed in their personal situation (46.8 % vs. 53.6 %), and with the way physicians made
them easy to tell them about the problems (52.0 % vs. 54.6 %), proving the decision to include communications
skills training in the undergraduate curricula was the right one. These data should foster future improvement in
vocational training programme and CME activities. The feeling they have enough time during the consultation
was also evaluated lower than in Europe (51.2 % vs. 55.0 %). Time pressure and a less favourable
communication style can contribute to lower ratings (20-22). The highest evaluation for that item was made by
Icelandic patients who had 20 minutes for each consultation stressing the importance of time a family physician
had for each consultation and the way he used time as a diagnostic and therapeutic means. Last two were among
six worst evaluated items in Slovenia but among six best evaluated items in the European sample.

Patients would recommend their family physician to their friends very frequently (in 55 %) and have no reason
to consider changing to another family practitioner (in 67 %) what is in compliance with the mean percentage of
respondents who were very satisfied with their family physician (58 %). It seems that patients are more cautious
in recommending their family physician to friends than in the decisiveness to stay with the family physician they
have. Their willingness to stay with the regular family physician is even grater than the evaluation if the
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satisfaction level itself shows that patients are critical in the evaluation but they prize long term relationship and
connections between the patient and the doctor.

Some questions remain to be answered by further studies. The patients who visit their family physicians rarely,
elderly patients visited in their homes, institutionalised patients and patients using emergency and accident
services should be asked about their experiences.

Conclusions

The level of overall satisfaction with family practice in Slovenia is relatively high and can be compared to the
level of satisfaction in other European countries that confirms our hypothesis. The instrument for measuring
patient satisfaction with family physician has been tested successfully. The results of this study can be used as a
benchmark in examining patient satisfaction with primary care services. This study revealed also areas for
improvement: Doctor patient communication skills should be in the core curricula for the undergraduate and
postgraduate education. For effective communication to take place physicians need more time during
consultations and better practice management including the appointment system. Health care policymakers
should ensure enough time for an individual consultation if we want a satisfactory doctor — patient
communication can take place.
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Paper 3/Clanek 3

Zadovljstvo pacijenata smatra se pored klinickog izhoda, funkcionalnog stanja i dobrog pocutja znacajanim
izhodom zdravstvene opskrbe (1). Vece zadovoljstvo dovodi i do boljih klini¢kih izhoda. Zadovolsjtvo odraza
pacijentova ocekivanja, vrijednote i izkustva (2-5). Pacijenotova ocjena zadovoljstva moze se upotrebiti kao
srijedstvo poboljSanja kvaliteta rada na razini pojedinaéne ordiancije ili na nacionalnoj razini (1). U dosadasnjim
istraZzivanjima zadovoljstva u obiteljskoj medicini razli¢iti instrumenti za merenje zadovoljstva su bili
upotrebljavani. Pokazali su dosta sli¢nosti pa i razlike (6-13). Upotreba razlicitih instrumenata pa i razli¢itih
metodologija donosi poteskoce u valjane usporedbe rezultata. Dosadasnji rijedki i nepotpuni podatki o
zadovoljstvu pacijenata u Sloveniji niso dozvoljavali usporedbi na nacionalnoj ni na medunnarodnoj razini (15-
17). Ali ipak istrazivanja zadovojstva u razliitim sismeima zdravstvene zastite ukazuju na znaacajne razlike
(18). Uz EUROPERP studiju na medunarodnoj razini bila je razvijena anketa za merenje zadovoljstva bolesnika u
obiteljskoj medicini (14).

Zato smo izveli nacionalnu studiju o zadovoljstvu pacijenata u obiteljskoj medicini u Sloveniji 1 usporedili je sa
rezultatima 14 drzava u Europi upotrebljavajuéi jednaku anketu i metodologiju. Na osnovu literature ocekivali
smo, da ¢e biti zadovoljsto pacijenata u Sloveniji u prosjeku slicno zadvoljstvu u drugim europsim drzavama i
pretpostavljali smo, da ¢e biti manje zadovoljsni sa nekim aspektima opskrbe, naime komunikacijom in nekim
organizacijskim aspektima.

Pacijenti i metode
Anketa

Upotrebili smo medunarodno izraden, standardiziran i validiran upitnik EUROPEP za ocjenivanje zadovoljstva
pacijenata u obiteljskoj medicini. Razvoj i validacijski postupak opisani so na drugom mjestu (14). 23 pitanja
pokrivaju slede¢a podruc¢ja opskrbe: odnos pacijenat lije¢nik, tehnic¢ki aspekt, davanje informacija i organizaciju
rada (tabela 1). Paciejnti su na pitanje »Ocjenite, kakav je vas stav o vaSem lijecniku obiteljske medicineu
proslih 12 mesjeci ...« odgovarali na pjetstupni Likertovi ljestvici od vrlo lose do odli¢no. Valjanost instrumenta
osigurali smo sa tri nezavisna prijevoda iz enngleskog na slovenaciki i posle uskladivanja dva prijevoda natrag u
engleski i ponovo uskladsSivanje prevodaca.

Uzoréenje

Uzeli smo stratificiran uzorak ordinacija obitlejske mediicne u Sloveniji. Podjelili smo ih opzirom na veli¢ino
naselja (>30.000 stanovnika, <30.000 stanovnika) na gradske in vangradske, opzirom na tip ordinacije na grupnu
praksu i pojedinacnu praksu. Izbor smo obavili na osnovu nacionalnog registra ordinacija i lijecnika uzimajuci u
obzir i pol i dob lije¢nika (19). 60 uzastopnih pacijenata u 36 ordinacija (15 lije¢nika i 21 lije¢nice) dobilo je
upitnike.

Podeljenih je bilo 2160 anketa poslije osobnog kontakta lijecnika i pacijenata u ordinaciji. Pacijenti su bili
obavjesteni o najeri, anoniamnosti i mogucnosti otkloniti sudjelovanje u istrazivanju. Lije¢nik ih je zamolio, da
odgovore na pitanja i vrate anketu u prilozeni adresiranoj i preplaceni koverti. Posle 14 dana svim ukljucenim u
istrazivanje slali smo potsetnik. Identi¢ni broj ispitanika bio je rekrutiranih u Austriji, Belgiji (posobno valonski i
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posobno flamski dio). Danski, Engleskoj, Finskoj, Islandu, Izraclu, Nizozemskoj, Njemacki, Norveskoj,
Portugalu, Spanjolskoj, Svedskoj i Svajcarskoj.
Analiza

Upotrebili smo EPI-Info statisti¢i paket za osnovnu anlizu. Reliabilnost i faktorska analiza izradena je bila SPSS
paketom.

Rezultati

Za vreme studije vracenih je bilo 1812 anketa. Dvije nista bili izpunjeni, u jednoj nedostojao je podatka o
ordinaciji. 1809 (84 %) usslo ih je u analizu. Prosje¢ni dob ispitanika bio je 50 godina, st. dev 15 godina, 64 %
bilo je Zena, 42 % iz gradova, 47 % je posecivalo pojedinacne ordinacije, 17 % privatne lijecnike 1 51 %
ordinacije sa sistemom narucivanja pacijenata.

58 % (26 % to 77 %) pacijenata bilo je vrlo zadovoljnih opskrbom svojih lije¢nika obitlejske medicine u 1997.
godini. Tabela 7 prikazuje prosjeéni broj ispitanika iz slvoenac¢kog i ukupnog europskog uzorka, koji su
pojedinacno pitanje ocjenili kao zadovoljan/vrlo zadovoljan.

U prosjeku 88,3 % (59 % do 97 %) bolesnika na 23 pitanja odgovorilo je, da su u godini 1997 bili vrlo
zadovoljni sa svojim lije¢nikom obiteljske medicine. Reliabilnost ljestvice 23 pitanja pokazala se visokom
(Cronbach alfa = 0,84). Faktorskom analizom iz upitnika nismo uspjeli izdvojiti posobnih dimenzija. Prosjecna
vrijednost zadovoljstva bila je 85,9 tocki (SD = 12,4) (kdje 0 tocki znaci najnizu ocjenu a 100 najvisu mogucu
ocjenu). Bolesniki su bili vrlo zadovoljni sa zaupnos¢u podataka u kartoteci bolesnika (97,4 % vrlo zadovoljnih),
sa lije¢nikovo spremnoscu slusati ih (94,9 %), brzim olakSanjem tegoba (93,7 %), moguéno$éu dobiti
informacije telefonom (93,0 %) i pomo¢ kod razumijevanja lije¢nikovih savjeta (91,2 %). Ocjena ovih pet
pitanja znacai i najvi$ procenat u celokupnom europskom uzorku (tablea 1). Manje su bili zadovoljni ¢ekanjem u
¢ekaonici (59,7 %), sa lijeCnikovim interesovanjem za licne probleme pacijenata (79,6 %), sa lijecnikovom
vjestinom komunikacije, odnosno spraStanja tjeskosti bolesnika kod izlaganja problema (81,2 %) i sa
mogucnostju preventivnih prelgeda (83,7 %).
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Tabela 7. Prosjek odgovora zadovoljan/vrlo zadovoljan u slovenackom i cjelokupnom europskom uzorku.

procenat zadovoljan/vrlo procenat
zadovoljan odgovora
Ocjenite, kakav je va$ stav o vasem lije¢niku obiteljske prosjek prosjek raspon prosjek
medicineu proslih 12 mesjeci ... Slovenija Europa
1 dali vama je dao dovojno vremena za vreme posjete 92,0 84,8 | 61,4- 97,7
making you feel you had time during consultations 96,1
2 dali se je zanaimao se za vasu li¢nu situaciju 79,6 82,5 | 59,7 - 95,6
interest in your personal situation 95,1
3 dali vama je olak$ao, da mu objasni$ svoje probleme 81,2 83,5 | 62,2 - 95,9
making it easy for you to tell him or her about your problems 94,4
4 dali vas je ukljuéio u odluéivanje o tvojoj opskrbi 88,6 81,5 | 62,1 - 85,2
involving you in decisions about your medical care 90,7
5 dali vas je slusao 94,9 88,2 | 74,6 - 97,6
listening to you 96,0
6 dali je ¢uvao vasu kartoteku i podatke na poverljiv na¢in 97,4 93,7 | 81,6- 87,2
keeping your records and data confidential 97,4
7 dali vama je brzo olakSao simptome 93,7 794 | 57,1 - 92,7
quick relief of your symptoms 93,7
8 dali vama je pomazao do dobrog pocutja, da mozes izvoditi 93,3 82,0 | 59,6 - 88,9
normalne aktivnosti 93,3
helping you to feel well so that you can perform your normal
daily activities
9 dali vama je bio brizljiv 91,8 83,4 | 60,6 - 94,9
thoroughness 92,1
10 dali vas je tjelesno pregledao 90,3 83,9 | 66,3 - 93,5
physical examination of you 93,2
11 dali vama je izvodio preventivne preglede i mjere 83,7 75,8 | 55,7 - 84,8
offering you services for preventing diseases 86,9
12 dali vama je objasnio namjenu testova i lijedenja 89,6 83,5 | 69,5 - 93,0
explaining the purpose of tests and treatments 91,5
13 dali vama je obrazlozio sve §to si htjeo znati o svojim 92,1 84,3 | 69,5 - 94,8
simptomima i/ili bolesti 93,2
telling you what you wanted to know about your symptoms
andyor illness
14 dali vama je pomagao sa Custvenim problemima 87,0 77,6 | 59,5 - 79,7
help in dealing with emotional problems related to your health 90,0
status
15 dali vama je pomagao razumjeti znacaj njegovih savjeta 91,2 82,3 | 63,7- 88,8
helping you understand the importance of following his or her 91,2
advice
16 njegovog sjecanja $to vam je uradio/pojasnio prosli put 90,2 80,5 | 63,7 - 88,6
knowing what s/he had done or told you during previous contacts 90,4
17 dali vas je pripremio §ta mozete ocekivati od specialiste ili 88,3 77,2 | 57,3 - 72,5
bolnice 88,9
preparing you for what to expect from specialist or hospital care
18 dali su vama bili u pomo¢ ostali zdravstveni radnici 87,8 81,4 | 52,6 - 86,7
the helpfulness of staff (other than the doctor) 94,7
19 dali ste dobili datum pregleda, koji vam je odgovarao 83,9 78,9 | 55,9 - 94,2
getting an appointment to suit you 96,5
20 dali ste lako dosli do ordiancije telefonom 92,0 75,8 | 53,2 - 92,1
getting through to the practice on the phone 95,8
21 dali ste mogli govoriti lije¢niku telefonom 93,0 73,5 | 50,5 - 82,4
being able to speak to the general practitioner on the telephone 93,0
22 sa ¢ekanjem u ¢ekaonici 59,7 583 | 35,6 - 94.4
waiting time in the waiting room 78,8
23 kako brzo ste dobili hitnu pomo¢ 89,3 83,2 | 66,0 - 81,4
providing quick services for urgent health problems 96,2

Diskusija i zaklju€ci

Brojni avtori pokazivali su na sli¢nosti i razlike u zadovoljstvu u evropskim drzavama (13, 14, 18), ali zbog
uotrebe razlicitih upitnika ili metodologije usporedba nije bila pouzdana. Upotreba medunarodno razvijenog i
testiranog upitnika omogucava valjane usporedbe rezultata. Reprezentavitni uzorak in visok procenat vrac¢enih
anketa dozvojava generaliziranje rezultata na sve lijeCnike obitlejske medicne u Sloveniji. Zadovoljstvo
pacijenata u Sloveniji pokazalo se relativno visokim, u prosjeku 58 % pacijenata bilo vrlo zadovoljnih, odnosno
88,3 % zadovoljnih/vrlo zadovoljnih i prosjecna ocjena bila je 86,6 poena. U usporedbi sa europskim zemaljama
vidimo, da su bolesnici u Sloveniji nize kao u Europi ocjenili zanimanje lije¢nika za osobne probleme i vodenje
konzultacije (tabela 7), to jest apekte komunikacije i vodenje psihosocijalnih problema. Bolje kao u Europi
ocjenili su brzo olakaSanje poteskoca, jednostavnu pristupacnost lijecnika telefonom i mogucnost dobiti savjet
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telefonom, ukazajuci na biomedicinsku usmerenost lije¢nika, njegovu spremnost pruzati §to brzu i §to efiaksniju
pomo¢. Jednako visoko kao u Europi ocjenili su zaupnost podataka u medicinskoj dokumentaciji, spremnost
lije¢nika, da ih slusa i mogucnost brzog rjeSavanja hitnih slu¢ajeva. Jednako lose kao u Europi ocjenili su
vodenja ¢ustvenih problema, pripremu na posjetu specialisti ili bolnici te ¢ekanje u ¢ekaonici (14).

Upitnik 1 rezultate ove studije mozemo upotrebljavati kao “benchmark” u usporedivanju pojedinaca,
zdravstvenih ustanova i celokupnih sistema zdravstenog osiguranja. Otkrili smo i pojedina podrucja, kojima
treba obratiti posobnu paznju: komunkacija izmedu lije¢nika i pacijenata, lije¢nicima potrobo je dodjeliti vise
vremena za pojedinu posjetu i poboljSanje organizaijce rada (20-22).
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MULTIVARIATNA ANALIZA ZADOVOLJSTVA BOLNIKOV Z
ZDRAVNIKOM DRUZINSKE MEDICINE
MULTIVARIABLE ANALYSIS OF PATIENT SATISFACTION WITH
FAMILY PHYSICIAN

Paper 4: Kersnik J. Multivariatna analiza zadovoljstva bolnikov z zdravnikom druzinske
medicine. Zdrav Vestn 2001; 70(7-8):381-6.

Main results

Higher satisfaction was predicted by eight variables: higher age of the patient, higher number of office visits,
patient satisfaction with the organisation of the health care system, lower self-evaluated health status, lower
number of anxiety and depression signs, not being visited in home during out of hours services, higher number
of home visits made by a family practitioner daily and active appointment system.

Glavni izsledki

Vecje zadovoljstvo pojasnjuje osem neodvisnih spremenljivk: viS§ja starost bolnika, vecje Stevilo
obiskov v ambulanti, bolnikovo zadovoljstvo z organizacijo sistema zdravstvenega varstva, nizja ocena
zdravja, manjSa prisotnost znakov anksioznosti in depresije, manj hiSnih obiskov dezurnega zdravnika,
veCje Stevilo hidnih obiskov, ki jih dnevno opravi zdravnik druZinske medicine in vpeljan sistem
naro€anja na pregled pri zdravniku.
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Analiza napovednih spremenljivk zadovoljstva bolnikov

S to analizo sem zelel ugotoviti, kaj napoveduje vecje zadovoljstvo bolnikov z zdravnikom druzinske medicine.
V multiplo linearno regresijo (stepwise regression) posameznih faktorjev in skupne ocene zadovoljstva sem
vkljucil vse spremenljivke, ki opisujejo demografske lastnosti bolnika (spol, starost in izobrazbo), prisotnost
kroni¢ne bolezni, bolnikovo oceno zdravstvenega stanja, bolnikovo funkcionalno stanje, prisotnost znakov
anksioznosti ali depresije, Stevilo obiskov pri druzinskem zdravniku v enem letu, potrebo po nujni zdravniski
pomoci v zadnjem letu, obisk v dezurni ambulanti, obisk v bolnisnici ali pri specialistu, hiSni obisk osebnega
zdravnika, hiSni obisk dezurnega zdravnika, samozdravljenje, obisk pri alternativnem zdravilniku, bolnikovo
mnenje o tem, ali bi svojega zdravnika priporocil prijateljem, ali ima kakrSen koli razlog, da bi zamenjal svojega
zdravnika, ali je pred tem zamenjal (drugega) svojega zdravnika druzinske medicine, ali to namerava storiti v
bliznji prihodnosti, mnenje o moznosti izbire osebnega zdravnika in mnenje o organizaciji sistema zdravstvenega
varstva), spremenljivke ki opisujejo lastnosti zdravnika (spol, starost, leta dela v isti ambulanti, povpre¢no
Stevilo ur dela z bolniki na dan, Stevilo posvetov z bolniki na dan, $tevilo hiSnih obiskov na dan, Stevilo
telefonskih pogovorov z bolniki ali zaradi njih na dan), spremenljivke, ki pojasnjujejo lastnosti ambulante
(Stevilo sodelavcev zdravnikov druzinske medicine, $tevilo vseh sodelavcev, oddaljenost ambulante od
najblizjega zdravnika druzinske medicine, oddaljenost ambulante od najblizjega specialista, ali je ambulanta
osamljena, ali dela v skupini ve¢ zdravnikov druzinske medicine, ali imajo sistem naroCanja, ali je ambulanta
zasebna ali javni zavod, lokacija ambulante).

Zadovoljstvo z zdravnikom druzinske medicine napovedujejo moski spol, visja starost, visja izobrazba, boljsa
ocena zdravja, vecje Stevilo obiskov v ambulanti, boljse funkcionalno stanje, vecja prisotnost znakov
anksioznosti in depresije, vecje Stevilo obiskov pri zdravniku druzinske medicine v preteklem letu, vecje Stevilo
hisnih obiskov osebnega zdravnika, vecje Stevilo obiskov v dezurni ambulanti, zdravljenje v bolnisnici ali pri
specialistu v preteklem letu, zadovoljstvo z moznostjo proste izbire osebnega zdravnika, zamenjava prej$njega
zdravnika, zdravljenje pri alternativnem zdravilniku v preteklem letu, manjSe $tevilo ur dela z bolniki tedensko,
manjSe Stevilo posvetov z bolniki v ambulanti, manjSe stevilo telefonskih pogovorov, uveden sistem narocanja,
ambulanta v mestnem okolju, zasebna ambulanta, posami¢na ambulanta in blizina specialista (tabela 8).

-42 -



BOLNIK V SLOVENKSEM ZDRAVSTVU

Tabela 8. Izpis multiple linearne regresije neodvisnih spremenljivk lastnosti bolnika, zdravnika in ambulante za
odvisno spremenljivko skupnega zadovoljstva. Izpisane so spremenljivke, pri katerih je p enak ali manjsi od
0,05. Koeficient determinacije - R’ = 0,943, test F za testiranje regresijskega modela kot celote - F = 77,300, p
<.0,001).

B Standardn| Beta 1 o5 % meje intervala
a napakal zaupanja

spodnj zgornji

Konstants] -46,293 4,934 -9,382 ,000/ -56,112 -36,474
Lastnosti bolnikal

Spol 2,397 ,570) ,143 4,206 ,0001 1,263 3,531

Starost ,365 ,024 ,677 14,934 ,00! 317 414

Ocena zdravjal ,879 ,293 110 3,004 ,004 ,297 1,462

Izobrazba 2,497 ,325 ,403 7,681 ,00 1,85 3,144

Funkcionalno stanje ,262) ,018 511 14,26 ,00 ,226 ,299

Prisotnost znakov anksioznosti i 2,024 ,142) ,689 14,279 ,000 1,742 2,304
depresijd

Stevilo obiskov v ambulanti v letul ,320 ,071 ,193 4,510y ,0004 ,179 ,462
1997

Hisni obisk osebnega zdravnika v letuy -3,904 ,759 -,22 -5,144 ,00 -5,417 -2,394
1997

Stevilo obiskov dezurni ambulanti V| 3,044 ,259 582 11,764 ,00 2,529 3,558
letu 1997

Zdravljenje v bolnis$nici ali pri 3,869 ,720) ,264 5,370 ,000/ 2,434 5,303
specialistu v letu 1997

Zadovoljen z moznostjo izbird 32,490 2,074 ,539 15,669 ,0004 28,364 36,617
osebnega zdravnikal

Zamenjal prejSnjega zdravnikal 5,224 1,896 ,087 2,75 ,007 1,451 8,994
druzinske medicing

V letu 1997 se je zdravil tudi prij -15,498 1,018 =564 -15,221 ,00 -17,529 -13,472
alternativnem zdravilnikul
Lastnosti zdravnika|

Stevilo ur dela z bolniki tedenskol ,571 ,076 ,285 7,526 ,00 ,42 ,723)

Stevilo posvetov z bolniki v ambulantj ,358 ,038| ,410 9,483 ,0004 ,283 ,433

dnevn

Stevilo telefonskih pogovorov v zvezi ,154 ,042 ,127 3,614 ,001] ,069 ,238
z bolnikil
Lastnosti ambulanté]

Ima sistem narocanja 4,313 ,532 ,350) 8,105 ,0001 3,254 5,372

Mestna ambulanta| 6,11 ,732] ,437 8,352 ,00 4,654 7,564

Zasebna ambulantal 5,109 ,703 43 7,271 ,00 3,711 6,507

Posami¢na ambulanta -3,445 ,653] -,262) -5,27§ ,000) -4,744 -2,144

Oddaljenost najblizjega specialista ,157 ,026 ,253) 6,091 ,00 ,106 ,208

Napovedne spremenljivke ve¢jega zadovoljstva

Z logisti¢no regresijo neodvisnih spremenljivk za odvisno spremenljivko zgornji kvartil skupne ocene
zadovoljstva anketirancev z delom zdravnika druZinske medicine sem naredil model, ki napoveduje vecje
zadovoljstvo bolnikov. Vecje zadovoljstvo pojasnjuje osem neodvisnih spremenljivk: vi§ja starost bolnika, vecje
Stevilo obiskov v ambulanti, bolnikovo zadovoljstvo z organizacijo sistema zdravstvenega varstva, niZja ocena
zdravja, manjsa prisotnost znakov anksioznosti in depresije, manj hiSnih obiskov dezurnega zdravnika (vse
lastnosti bolnika), vecje Stevilo hiSnih obiskov, ki jih dnevno opravi zdravnik druzinske medicine (lastnost
zdravnika) in vpeljan sistem narofanja na pregled pri zdravniku (lastnost ambulante). Z logsiti¢no regresijo je
uspelo pravilno napovedati pripadnost zgornjemu kvartilu (zadovoljnih) za 77,98 % anketirancev (tabela 9).
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Tabela 9. Logisticna regresija neodvisnih spremenljivk, ki statisticno znacilno determinirajo zgornji (zadovoljni) kvartil
anketirancev (Model: G (Hi-kvadrat) = 125,121, 41 stopenj prostosti, p < 0,001).

B S.E. Wald P R Exp(B) | 95 % meje intervala
zaupanja

spodnja | zgornja

Konstanta -1,7498 | 3,0127 | ,3373 ,5614

Lastnosti bolnikov

Starost ,0305 ,0090 11,560 |,0007 L1191 1,0310 | 1,0124 1,0479

0

Stevilo obiskov v ambulanti v ,0320 L0159 4,0436 |,0443 ,0551 1,0312 |[,9996 1,0637

letu 1997

Ocena zdravja -,2476 [,1168 4,4896 |,0341 -,0608 [,7807 ,6243 ,9852

Prisotnost znakov anksioznosti in | -,1411 | ,0477 8,7470 |,0031 -,1000 |,8684 ,7904 9519

depresije

Zadovoljen z organizacijo 1,4350 |,3764 14,534 |,0001 ,1364 4,1997 |2,1405 9,4266

zdravstvenega varstva 3

Hisni obisk dezurnega zdravnika | -2,2596 | ,7535 8,9927 |,0027 -,1019 [,1044 ,0228 4364

v letu 1997

Lastnosti zdravnika

Stevilo hignih obiskov dnevno ,3914 ,1555 6,3368 [.,0118 ,0802 1,4790 | 1,0829 1,9874

Lastnosti ambulante

Ima sistem naro¢anja 1,1431 [,4054 7,9494 [,0048 ,0939 3,1363 [ 1,4456 7,0208

Napovedne spremenljivke nezadovoljstva

Model, ki napoveduje nezadovoljstvo bolnikov, sem naredil z logisticno regresijo neodvisnih spremenljivk za
odvisno spremenljivko spodnji kvartil skupne ocene zadovoljstva anketirancev z delom zdravnika druzinske
medicine. Nezadovoljstvo pojasnjuje sedem neodvisnih spremenljivk: vecja prisotnost znakov anksioznosti in
depresije, manj hi$nih obiskov dezurnega zdravnika, nizje zadovoljstvo z organizacijo sistema zdravstvenega
varstva (vse lastnosti bolnika), vi§ja starost zdravnika, ocena zdravnika, da ga njegovo delo ne zanima vec tako,
kot ga je nekdaj (lastnosti zdravnika) in delo v skupini ve¢ zdravnikov druzinske medicine, ne-vpeljan sistem
narocanja na pregled pri zdravniku (lastnosti ambulante). Z logsiti¢no regresijo je uspelo pravilno napovedati
pripadnost zgornjemu kvartilu (zadovoljnih) za 81,39% anketirancev (tabela 10).

Tabela 10. Logisticna regresija neodvisnih spremenljivk, ki statisticno znacilno determinirajo spodnji (ne-zadovoljni) kvartil
anketirancev (Model: G (Hi-kvadrat) = 112,316, 41 stopenj prostosti, p < 0,001).

B S.E. Wald p R Exp(B) | 95 % meje intervala
zaupanja
spodnja | zgornja

Konstanta -10,7300 | 3,3832 | 10,0588 | ,0015
Lastnosti bolnikov
Prisotnost znakov ,1233 ,0484 6,4809 |,0109 ,0849 | 1,1312 | 1,0257 1,2385
anksioznosti in depresije
Hisni obisk dezurnega -2,0733 ,8666 5,7243 | ,0167 -,0774 |,1258 ,0216 ,6579
zdravnika v letu 1997
Zadovoljen z organizacijo -,9866 ,2895 11,6115 | ,0007 -,1243 | ,3728 2115 ,6569

zdravstvenega varstva

Lastnosti zdravnika

Starost zdravnika ,1835 ,0537 11,6823 | ,0006 ,1247 1,2014 | 1,0773 1,3279
Delo me ne zanima ve¢ tako | ,7468 2358 10,0320 | ,0015 ,1136 2,1103 | 1,3368 3,3612
kot neko¢

Lastnosti ambulante

Posami¢na ambulanta -,9757 ,4658 4,3875 |,0362 -,0619 | ,3769 ,1508 ,9265
Ima sistem naro¢anja -1,1594 ,4249 7,4450 |.,0064 -,0935 |.,3137 ,1490 ,7701
Paper 4/Clanek 4

Zadovoljstvu bolnikov v druzinski medicini v Sloveniji posve¢amo pozornost ze dlje ¢asa (1, 2). Narejenih je
bilo tudi nekaj raziskav, ki pa so se lotevale posameznih vidikov zadovoljstva, tj. zadovoljstvo z dolZino posveta,
z razlogi za izbiro osebnega zdravnika, z razlogi za zamenjavo zdravnika in z razliko v zadovoljstvu pri zasebnih
zdravnikih. Zadovoljstvo bolnikov z zdravnikom druzinske medicine v Sloveniji je visoko (3, 4, 5). Zadovoljni
so z moznostjo proste izbire zdravnika (4) in v primeru nezadovoljstva z zdravnikom zamenjajo svojega
osebnega zdravnika (6). Ob uvedbi moznosti proste izbire osebnega zdravnika je kar 73 % bolnikov izbralo
zdravnika druzinske medicine, ki so ga obiskovali pred uvedbo moznosti izbire (6). Zadovoljstvo bolnikov z
zdravnikom druzinske medicine smo v Sloveniji raziskali v okviru raziskave EUROPEP (7). Pri tem smo
ugotovili visoko zadovoljstvo slovenskih bolnikov v primerjavi z bolniki v drugih drzavah (8). V tem prispevku
pa me je zanimal vpliv razliénih dejavnikov na stopnjo zadovoljstva, na visoko zadovoljstvo, nizko zadovoljstvo,

-44 -



BOLNIK V SLOVENKSEM ZDRAVSTVU

vztrajanje pri istem zdravniku in namero po zamenjavi zdravnika. Predvideval sem, da je za omenjene odvisne
spremenljivke mogoce izdelati multivariatne modele, ki pojasnjujejo visoko zadovoljstvo, nizko zadovoljstvo,
vztrajanje pri istem zdravniku in namero po zamenjavi zdravnika.

Preiskovanci in metode

Uporabil sem metodo anketiranja bolnikov, ki obiskujejo zdravnika druzinske medicine, in anketiranje
sodelujocih zdravnikov druzinske medicine. Pripravil sem anketo, ki je temeljla na mednarodno
pripravljenih in preverjenih vpraSalnikih za merjenje zadovoljstva bolnikov z delom zdravnika druZinske
medicine v zadnjih dvanajstih mesecih — EUROPEP, ki je nastal v mednarodni raziskavi, katere
koordinator za Slovenijo sem bil. Metode in vzor&enje so podrobneje opisani drugje (7, 8). V raziskavo
je bil vklju€en sistemati€¢en vzorec 60 zaporednih, pri zdravniku, vkljuéenem v raziskavo, registriranih,
bolnikov, starih 18 let ali ve&, ki so v €asu raziskave obiskali tega zdravnika. Bolniki so v raziskavi
sodelovali prostovoljno, zato so lahko sodelovanje odklonili Ze pri zdravniku ob razdeljevanju anket.
Vpras$alnik o zadovoljstvu bolnikov so razdeljevali zdravniki po opravljenem pregledu bolnika. Osebni
stik z anketiranci namre¢ pomembno zviSa odstotek odgovorov. Zdravnik je vsakemu anketirancu
razlozil, da je anketa anonimna in da sodelovanje lahko odklonijo takoj ali kasneje, tako da vrnejo
prazen vprasSalnik. Tistim, ki so pristali na sodelovanje, so razlozili, da gre za vpraSalnik o njihovem
zadovoljstvu z zdravnikom druzinske medicine v zadnjih dvanajstih mesecih, da so njihovi odgovori
anonimni in se bodo uporabljali za raziskovalne namene, ki naj bi omogocili nacrtovanje
dodiplomskega in podiplomskega izobrazevanja ter prispevali k izboljSanju sporazumevanja med
bolnikom in zdravnikom. Vsak anketiranec je dobil vprasalnik z opisom namena raziskave, proSnjo za
sodelovanje, sporo€ilom, da je sodelovanje prostovoljno, anonimno in da lahko odkloni sodelovanje ter
navodila za izpolnjevanje vpraSalnika z naslovljeno in frankirano ovojnico. Bolniki so vprasalnik
izpolnjevali doma in vrnili po posti raziskovalcu. Stirinajst dni po razdeljevanju vprasalnikov so
anketiranci prejeli vljudno pismo, ki jih je opomnilo na izpolnitev ankete, ¢e bi medtem pozabili nanjo.
Zbiranje podatkov je potekalo pomladi 2000. Bolnike sem glede na stopnjo zadovoljstva pred
vkljuCitvijo v multiplo logisticno regresijsko analizo razdelil na dve skupini. V analizi napovednih
spremenljivk visokega zadovoljstva sem jih razdelil na zgornji kvartil zelo zadovoljnih in ostale, v
analizi napovednih spremenljivk nizkega zadovoljstva pa na spodnji kvartii manj nezadovoljnih in
ostale.

Rezultati
Opis vzorca

Razdeljenih je bilo 2160 anket. V ¢asu raziskave je ankete vrnilo 1812 anketiranih bolnikov. Dve anketi nista bili
izpolnjeni, pri eni anketi ni bilo podatka o ambulanti in zdravniku, zato so bile izkljucene iz nadaljnje analize.
1809 (83,8 % odgovor) anket je izpolnjevalo pogoje za vkljucitev v nadaljnje analize. Anketiranci so bili stari od
18 do 98 let, povprecna starost je bila 50,9 let (standardni odklon 15,4 leta), 647 (36,0 %) je bilo moskih in 1149
(64,0 %) zensk. PodrobnejSi opis vzorca anketiranih bolnikov in zdravnikov je bil na straneh ZdravniSkega
Vestnika Ze prikazan (8).

V povprecju 58 % (26 % do 77 %) anketirancev je na 23 vprasanj odgovorilo, da so bili zelo zadovoljni
s svojim zdravnikom druZinske medicine. Povpreéna ocena skupnega zadovoljstva bolnikov z
zdravnikom druzinske medicine v Sloveniji pri posameznih zdravnikih je bila med 73,4 in 97,1 tocko,
povpreéno 86,6 tock; standardni odklon 12,4 to¢ke. Ceprav veé kot Setrtina anketiranih (27,1 %) ni bila
zadovoljna s sedanjo organizacijo zdravstvene sluzbe, jih je vecCina (95, %) zadovoljnih z moznostjo
izbire osebnega zdravnika druZinske medicine. Zdravnika je v preteklem letu zamenjalo le malo
anketirancev (3,6 %), to pa jih v bliznji prihodnosti nacrtuje tudi samo 2,0 %.

Multivariatna analiza

Napovedne spremenljivke vec¢jega zadovoljstva

Najprej sem zelel ugotoviti, katere lastnosti bolnika, zdravnika in ambulante vplivajo na to, da so bolniki z
delom zdravnika druzinske medicine zelo zadovoljni. Z logisti¢no regresijo neodvisnih spremenljivk za odvisno
spremenljivko zgornji kvartil skupne ocene zadovoljstva anketirancev z delom zdravnika druzinske medicine
sem naredil model, ki napoveduje vecje zadovoljstvo bolnikov (tabela 11).

Vecje zadovoljstvo pojasnjuje osem neodvisnih spremenljivk: visja starost bolnika, vecje Stevilo obiskov v
ambulanti, bolnikovo zadovoljstvo z organizacijo sistema zdravstvenega varstva, nizja ocena zdravja, manjsa
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prisotnost znakov anksioznosti in depresije, manj hi$nih obiskov dezurnega zdravnika (vse lastnosti bolnika),
vecje Stevilo hi$nih obiskov, ki jih dnevno opravi zdravnik druzinske medicine (lastnost zdravnika) in vpeljan
sistem naroCanja na pregled pri zdravniku (lastnost ambulante). Z logsiticno regresijo je uspelo pravilno
napovedati pripadnost zgornjemu kvartilu (zadovoljnih) za 77,98 % anketirancev.
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Tab. 11. Logisticna regresija neodvisnih spremenljivk, ki statisticno znacilno determinirajo zgornji (zadovoljni)
kvartil anketirancev (Model: G (Hi-kvadrat) = 125,121, 41 stopenj prostosti, p < 0,001).

Tab. 11. Logistic regression of independent variables, which statistically significantly determine the upper
(satisfied) quartile of respondents (Model: G (Chi-square) = 125,121, 41 degrees of freedom, p < 0,001).

B S.E. Wald p R Exp(B) | 95 % meje intervala
zaupanja

95 % CI

Spodnja | Zgornja
Lower Upper

Konstanta -1,7498 | 3,0127 |,3373 ,5614
Constant

Lastnosti bolnikov
Patient characteristics

Starost ,0305 ,0090 11,56 ,0007 ,1191 1,0310 | 1,0124 1,0479
Age
Stevilo obiskov v ambulanti v ,0320 ,0159 4,0436 |,0443 ,0551 1,0312 |,9996 1,0637

preteklem letu
Number of the office visits in
the past year

Ocena zdravja -,2476 | ,1168 4,4896 |,0341 -,0608 |,7807 ,6243 ,9852
Evaluation of health status

Prisotnost znakov anksioznosti | -,1411 | ,0477 8,7470 |[,0031 -,1000 | ,8684 ,7904 9519
in depresije

Symptoms of anxiety and
depression

Zadovoljen z organizacijo 1,4350 |.,3764 14,5343 { ,0001 ,1364 4,1997 |2,1405 9,4266
zdravstvenega varstva
Satisfied with the organisation
of the health care system

Hisni obisk dezurnega -2,2596 | ,7535 8,9927 |,0027 -,1019 | ,1044 ,0228 ,4364
zdravnika v preteklem letu
At least on out of hour home
visit in the past year

Lastnosti zdravnika
Physician characteristics

Stevilo hignih obiskov dnevno ,3914 ,1555 6,3368 |,0118 ,0802 1,4790 | 1,0829 1,9874
Daily rate of home visits

Lastnosti ambulante
Office characteristics

Ima sistem naro¢anja 1,1431 | .,4054 7,9494 | ,0048 ,0939 3,1363 | 1,4456 | 7,0208
Operating appointment system

Napovedne spremenljivke vztrajanja pri istem zdravniku

Zanimalo me je, katere lastnosti bolnika, zdravnika in ambulante vplivajo na to, da bolniki nimajo nobenega
razloga, da bi zamenjali svojega zdravnika druzinske medicine. Model, ki napoveduje namen bolnikov, da ne bi
zamenjali svojega zdravnika, sem naredil z logisticno regresijo neodvisnih spremenljivk za odvisno
spremenljivko »nobenega razloga nimam, da bi zamenjal svojega zdravnika«, ki so jo anketiranci ocenili z
mocno se strinjam in strinjam se (tabela 12).
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Tab. 12. Logisticna regresija neodvisnih spremenljivk, ki statisticno znacilno determinirajo namero anketirance,
da ne bi zamenjali svojega zdravnika (Model: G (Hi-kvadrat) = 106,625, 40 stopenj prostosti, p < 0,001).

Tab. 12. Logistic regression of independent variables, which statistically significantly determine the group of
respondents who would not change their family physician to their friends (Model: G (Chi-square) = 106,625, 40
degrees of freedom, p < 0,001).

B S.E. Wald P R Exp(B) 95 % meje intervala
zaupanja
95 % CI
Spodnja | Zgornja
Lower Upper

Konstanta 6,0505 |6,3410 |[,9105 ,3400
Constant

Lastnosti bolnikov
Patients’ characteristics

Izobrazba ,5205 2218 5,5081 |,0189 ,1076 1,6828 | 1,0896 2,5990
Education level

Zadovoljen z  organizacijo | 2,3588 | ,4692 25,2764 | ,0000 ,2770 10,5781 | 4,2174 26,5318
zdravstvenega varstva

Satisfied with the organisation
of the health care system

V bliznji prihodnosti namerava | -2,2552 |,7598 8,8093 |,0030 -,1498 |,1049 ,0236 ,4649
zamenjati zdravnika

Intends to change the doctor in
the neares future

Lastnosti ambulante
Office characteristics

Oddaljenost najblizjega | -,2583 |,1108 5,4318 |,0198 -,1064 | ,7724 ,6215 ,9598
zdravnika druzinske medicine
Longer distance to the nearest
physician

Namen vztrajanja pri istem zdravniku pojasnjujejo $tiri neodvisne spremenljivke: vi§ja izobrazba, vecje
zadovoljstvo s sistemom zdravstvenega varstva, odlocenost, da ne bodo zamenjali svojega zdravnika v bliznji
prihodnosti (lastnosti bolnika) in vecja blizina drugega zdravnika druzinske medicine (lastnost ambulante).
Nobena lastnost zdravnika neodvisno ne vpliva na bolnikovo odlo¢enost, da ne bi zamenjal svojega zdravnika. Z
logisticno regresijo je uspelo pravilno napovedati skupino bolnikov z izjavo, da nimajo nobenega razloga, da bi
zamenjali svojega zdravnik, za 96,60 % anketirancev.

Napovedne spremenljivke priporo¢anja osebnega zdravnika

Prav tako me je zanimalo, katere lastnosti bolnika, zdravnika in ambulante vplivajo na to, da bi bili bolniki
pripravljeni svojega zdravnika druzinske medicine priporociti svojim prijateljem. To vprasanje pogosto
zastavljajo gostom in uporabnikom v razli¢nih storitvenih dejavnostih. Model, ki napoveduje namen bolnikov,
da bi svojega zdravnika priporo€ili svojim prijateljem, sem naredil z logisticno regresijo neodvisnih
spremenljivk za odvisno spremenljivko »svojega zdravnika druzinske medicine lahko brez pridrzkov priporo¢im
svojim prijateljem, ki so jo anketiranci ocenili z moc¢no se strinjam in strinjam se (tabela 13).
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Tab. 13. Logisticna regresija neodvisnih spremenljivk, ki statisticno znacilno determinirajo anketirance, ki bi
svojega zdravnika druzinske medicine brez zadrzkov priporocili svojim prijateljem (Model: G (Hi-kvadrat) =
118,077, 40 stopenj prostosti, p < 0,001).

Tab. 3. Logistic regression of independent variables, which statistically significantly determine the group of
respondents who would recommend their family physician to their friends (Model: G (Chi-square) = 118,077,
40 degrees of freedom, p < 0,001).

B S.E. Wald p R Exp(B) | 95 % meje intervala
zaupanja
95 % CI
Spodnja | Zgornja
Lower Upper

Konstanta 9,2423 16,6237 |1,9470 |,1629
Constant

Lastnosti bolnikov
Patient characteristics

Izobrazba 4324 ,2156 4,0228 |,0449 ,0799 1,5410 |1,0099 |[23515
Education level
Zadovoljen z organizacijo 2,0961 |,4505 21,6514 | ,0000 ,2491 8,1342 |3,3642 19,6679

zdravstvenega varstva
Satisfied with the organisation
of the health care system

V bliznji prihodnosti namerava | -2,3841 | ,8334 8,1832 |,0042 -,1397 |,0922 ,0180 4721
zamenjati zdravnika

The patient indends to change
the doctor in the nearest future

Lastnosti zdravnikov
Physician characteristics

Delo me ne zanima ve¢ tako -,9858 4537 47217 |{,0298 -,0927 ,3731 ,1534 ,9079
kot neko¢

The work does not interest the
physician any more

Lastnosti ambulante
Office characteristics

Ima sistem narocanja 2,8758 |,8934 10,3612 | ,0013 ,1625 17,7390 | 3,0794 102,187
Operating appointment system 6

Priporocilo svojega zdravnika prijateljem pojasnjuje pet neodvisnih spremenljivk: visja izobrazba bolnika, vecje
bolnikovo zadovoljstvo s sistemom zdravstvenega varstva, bolnikova odlo¢enost, da ne bodo zamenjali svojega
zdravnika v bliznji prihodnosti (lastnosti bolnika), manjSe veselje do dela, kot pred leti (lastnost zdravnika) in
vpeljan sistem narocanja (lastnost ambulante). Z logsiti¢no regresijo je uspelo pravilno napovedati pripadnost
skupini bolnikov, ki bi bili brez zadrzkov pripravljeni priporociti svojega zdravnika druzinske medicine svojim
prijateljem, za 95,98 % anketirancev.

Napovedne spremenljivke nezadovoljstva

Ko vemo, katere lastnosti vplivajo na veéje zadovoljstvo, je pomembno tudi vedeti, katere lastnosti bolnika,
zdravnika in organizacije dela pa vplivajo na nizje zadovoljstvo. Model, ki napoveduje nezadovoljstvo bolnikov,
sem naredil z logisticno regresijo neodvisnih spremenljivk za odvisno spremenljivko spodnji kvartil skupne
ocene zadovoljstva anketirancev z delom zdravnika druzinske medicine (tabela 14).
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Tabela 14. Logisticna regresija neodvisnih spremenljivk, ki statisticno znacilno determinirajo spodnji (ne-
zadovoljni) kvartil anketirancev (Model: G (Hi-kvadrat) = 112,316, 41 stopenj prostosti, p < 0,001).

Tab. 14. Logistic regression of independent variables, which statistically significantly determine the lower
(unsatisfied) quartile of respondents (Model: G (Chi-square) = 112,316, 41 degrees of freedom, p < 0,001).

S.E. Wald p R Exp(B) | 95 % meje intervala
zaupanja
95 % CI
Spodnja | Zgornja
Lower Upper

Konstanta -10,7300 | 3,3832 10,0588 |,0015
Constant

Lastnosti bolnikov
Patient characteristics

Prisotnost znakov ,1233 ,0484 6,4809 |,0109 ,0849 1,1312 1,0257 1,2385
anksioznosti in depresije
Symptoms of anxiety and
depression

Hisni obisk dezurnega -2,0733 | ,8666 5,7243 | ,0167 -,0774 | ,1258 ,0216 ,6579
zdravnika v preteklem letu
At least on out of hour home
visit in the past year

Zadovoljen z organizacijo -,9866 ,2895 11,6115 |,0007 -,1243 ,3728 L2115 ,6569
zdravstvenega varstva
Satisfied with the
organisation of the health
care system

Lastnosti zdravnika

Starost zdravnika ,1835 ,0537 11,6823 | ,0006 ,1247 1,2014 1,0773 1,3279
Physician’s age

Delo me ne zanima ve¢ tako | ,7468 ,2358 10,0320 |,0015 ,1136 2,1103 1,3368 3,3612
kot neko¢

The work does not interest
the physician any more

Lastnosti ambulante
Office characteristics

Posami¢na ambulanta -,9757 ,4658 4,3875 ,0362 -,0619 ,3769 ,1508 9265
Solo practic

Ima sistem narocanja -1,1594 | ,4249 7,4450 ,0064 -,0935 ],3137 ,1490 ,7701
Operating appointment

system

Nezadovoljstvo pojasnjuje sedem neodvisnih spremenljivk: vecja prisotnost znakov anksioznosti in depresije,
manj hisnih obiskov dezurnega zdravnika, nizje zadovoljstvo z organizacijo sistema zdravstvenega varstva (vse
lastnosti bolnika), visja starost zdravnika, ocena zdravnika, da ga njegovo delo ne zanima ve¢ tako, kot ga je
nekdaj (lastnosti zdravnika) in delo v skupini ve¢ zdravnikov druzinske medicine, ne-vpeljan sistem narocanja na
pregled pri zdravniku (lastnosti ambulante). Z logsitino regresijo je uspelo pravilno napovedati pripadnost
spodnjemu kvartilu (skupina nezadovoljnih bolnikov) za 81,39 % anketirancev.

Napovedne spremenljivke nameravane zamenjave zdravnika v
bliznji prihodnosti

Vsekakor je pomembno poznati tudi lastnosti, ki so povezane z nameravano zamenjavo zdravnika. Model,
ki napoveduje namero bolnikov, da bi v bliZnji prihodnosti zamenjali svojega zdravnika, sem naredil z
logisti¢no regresijo neodvisnih spremenljivk za odvisno spremenljivko »V bliZnji prihodnosti nameravam

zamenjati svojega zdravnika druZinske medicine.«, ki so jo anketiranci ocenili z mo¢no se strinjam in
strinjam se (tabela 15).
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Tab. 15. Logisticna regresija neodvisnih spremenljivk, ki statisticno znacilno determinirajo anketirance, ki so
navedli, da nameravajo v bliznji prihodnosti zamenjati svojega zdravnika (Model: G (Hi-kvadrat) = 91,352, 39
stopenj prostosti, p < 0,001).

Tab. 15. Logistic regression of independent variables, which statistically significantly determine the group of
respondents who are about to change their family physician in the nearest future (Model: G (Chi-square) =
91,352, 39 degrees of freedom, p < 0,001).

B S.E. Wald p R Exp(B) | 95 % meje intervala
zaupanja
95 % CI
Spodnja | Zgornja
Lower Upper

Konstanta -13,600 | 12,7992 | 1,1291 | ,2880
Constant

Lastnosti bolnikov
Patient characteristics

Starost -,1178 11,0336 12,2703 | ,0005 -,2354 | ,8889 ,8322 ,9494
Age

Prisotnost kroni¢ne bolezni 1,9424 | 8781 4,8929 (,0270 ,1250 6,9757 | 1,2477 38,9999
Presence of chronic disease

V preteklem letu se je zdravil -1,7144 | ,8254 4,3138 |,0378 - 1117 |,1801 ,0357 ,9079

pri specialistu ali v bolni§nici
The patient visited hospital or
specialist services in the
previous year

Pred kratkim zamenjal svojega | 2,6865 [ 1,0371 | 6,7107 [,0096 ,1594 14,6804 | 1,9230 112,070
zdravnika druZinske medicine 6

The patient has recently
changed the doctor

Zadovoljen z organizacijo -3,3735 | ,8876 14,4452 1 ,0001 -,2592 {,0343 ,0060 ,1952
zdravstvenega varstva
Satisfied with the organisation
of the health care system

Lastnosti zdravnika
Physician characteristics

Starost zdravnika ,7856 ,3216 5,9681 [,0146 ,1463 2,1937 [1,1680 |4,1201
Age of the physician

Stevilo bolnikov v ambulanti -,3919 |,1259 9,6844 |,0019 -2036 |,6758 ,5280 ,8650
dnevno

Daily rate of office visits

Nestrinjanje s trditvijo, da je pri | -1,6083 |,7918 4,1259 |,0422 -,1071 |,2002 ,0424 9451
delu potrebno poceti nekatere
nepotrebne stvari

Not agreeing with the statement
that the doctor in his job has to
do unnecessary things

Lastnosti ambulante
Office characteristics

Vpeljan sistem naro¢anja -4,3154 | 1,9218 | 5,0420 |,0247 -,1281 ,0134 ,0003 5777
Operating appointment system

Namero pojasnjuje devet neodvisnih spremenljivk: nizja starost bolnika, prisotnost kroni¢ne bolezni, dejstvo, da
se v preteklem letu ni zdravil v bolniSnici ali pri specialistu, da je pred kratkim zamenjal svojega prejSnjega
zdravnika, bolnikovo nezadovoljstvo z organizacijo zdravstvenega varstva (lastnosti bolnika), veja starost
zdravnika, manjse Stevilo bolnikov dnevno v ambulanti, mnenje bolnikov, da morajo pri svojem delu poceti tudi
nepotrebne stvari (lastnost zdravnika) in ne-vpeljan sistem narocanja (lastnost ambulante). Z logsiti¢no regresijo
je uspelo pravilno napovedati pripadnost skupini anketirancev, ki nameravajo zamenjati zdravnika v bliznji
prihodnosti, za 98,06 % anketirancev.

Razprava

Merjenje zadovoljstva bolnikov predstavlja precejSnje tezave zaradi grupiranja podatkov na pozitivnem koncu
lestvice, kar otezuje iskanje vzrokov za vecje ali manjSe zadovoljstvo. Z razdelitvijo na kvartile je mogoce
analizirati lastnosti bolnikov in zdravnikov, ki vplivajo na zadovoljstvo bolnikov. Zanimivo je, da tako na ve¢je
zadovoljstvo z zdravnikom druzinske medicine, kot na vztrajanje pri zdravniku in na odlocenost priporocati
svojega zdravnika prijateljem napoveduje zadovoljstvo z organizacijo sistema zdravstvenega varstva. Nizje
zadovoljstvo z organizacijo sistema zdravstvenega varstva na drugi strani napoveduje nizje zadovoljstvo z
zdravnikom druzinske medicine in namero, da bodo bolniki v bliznji prihodnosti zamenjali svojega zdravnika.
To lahko razumemo kot dejstvo, da bolniki na sistem zdravstvenega gledajo celovito, zato je pomembno, da tudi

-51 -



BOLNIK V SLOVENKSEM ZDRAVSTVU

zdravstvena politika na kakovost v zdravstvu gleda celovito (10, 11). Kljub druzbenim spremembam mora
zadovoljstvo bolnikov ostati eden pomembnih ciljev zdravstvene politike (12).

Sistem narocanja napoveduje vecje zadovoljstvo in dejstvo, da so bolniki svojega zdravnika pripravljeni
priporociti svojim prijateljem. Nasprotno pa odsotnost naro¢anja na pregled napoveduje manjSe zadovoljstvo in
moznost, da bo bolnik svojega zdravnika zamenjal v bliznji prihodnosti kar potrjujejo tudi izsledki drugih
avtorjev (13, 14, 15). Visja starost bolnikov napoveduje vecje zadovoljstvo na eni strani in nasprotno mladost
bolnikov napoveduje namen bolnikov, da bodo zamenjali svojega zdravnika, kar je v skladu z ugotovitvami
drugih avtorjev (16, 17). V nasprotju z drugimi avtorji pa se je v slovenskem vzorcu pokazalo, da vi§ja izobrazba
bolnikov napoveduje vztrajanje pri istem zdravniku in odlocenost, da bi svojega zdravnika brez zadrzkov
priporodili prijateljem (16, 17).

Tuje ugotovitve potrjuje tudi dejstvo, da vecje Stevilo obiskov bolnika v ambulanti napoveduje tudi vecje
zadovoljstvo (17). Z daljsim poznavanjem se med bolnikom in zdravnikom ustvari povezanost, ki omogoca lazje
in boljSe sporazumevanje in s tem izpolnjevanje bolnikovih pricakovanj (18). Pri bolnikih, ki so prej redkeje
obiskovali svojega zdravnika, so nasprotno odkrili manjse zadovoljstvo (17, 20).

Med lastnostmi bolnikov, ki napovedujejo nezadovoljstvo najbolj izstopa prisotnost znakov anksiozosti in
depresije. Prisotnost ve¢ znakov napoveduje nizje zadovoljstvo in obratno odsotnost znakov vi§je zadovoljstvo,
kar potrjujejo tudi ugotovitve drugih avtorjev (20, 21). To si lahko razlozimo z negativnim bolnikovim odnosom
na splo$no na eni strani in s tezavami, ki jih imajo taki bolniki pri sporazumevanju z zdravnikom. Slednje nas Se
bolj utrjuje v prepricanju, kako pomemben je pouk sporazumevanja med zdravnikom in bolnikom za doseganje
boljsih izidov. Bolniki s kroni¢nimi tezavami in bolniki, ki se v preteklem letu niso zdravili pri specialistu ali v
bolnisnici se v skladu z ugotovitvami tujih avtorjev nagibajo k zamenjavi zdravnika (22).

Med lastnostmi zdravnika igra pomembno vlogo pri ve¢jem zadovoljstvu vecje Stevilo hisSnih obiskov, ki jih
dnevno opravi zdravnik druzinske medicine. To kaze predvsem na slog dela zdravnika druzinske medicine, ki si
ga bolniki Zelijo. Delo izven ambulante pomembno prispeva k boljsi dosegljivosti zdravnika za tezje bolne in
onemogle bolnike. Hi$ni obisk tako ostaja pomembna prvina dela v druzinski medicini tudi v luci zadovoljstva
bolnikov. Nasprotno pa manjse Stevilo hisnih obiskov dezurnega zdravnika napoveduje tako zgornji kvartil -
zadovoljnih kot spodnji kvartil — nezadovoljnih, kar si lahko razloZzimo z domnevo v prvem primeru s tem, da
bolniki zaradi boljsega zdravja niso potrebovali obiska deZzurnega zdravnika, v drugem primeru pa, da kljub zelji
po dezurnem hisnem obisku tega niso bili delezni. Za tako domnevo ni podatkov v literaturi in jo bo potrebno
preveriti v prihodnjih raziskavah.

Tezje je pojasniti dejstvo, da visja starost zdravnikov napoveduje nizje zadovoljstvo bolnikov in njihovo namero,
da bodo zamenjali zdravnika, kar je v nasprotju s sploSnim mnenjem in ugotovitvami drugih avtorjev (23). To
ugotovitev pa vsaj deloma potrjuje tudi napoved manjSega zadovoljstva bolnikov z zdravnikovimi izjavami o
manjSem zadovoljstvu s svojim delom. Ceprav v dosedanjih raziskavah niso uspeli potrdi povezave med
zadovoljstvom zdravnikom in zadovoljstvom bolnikom, omenjeni rezultati lahko kazejo dvoje: Starejsi zdravniki
niso bili delezni pouka sporazumevanja med zdravnikom in bolnikom, ki bistveno prispeva k ve¢jemu
zadovoljstvu (24). Dolgoletno delo prispeva k izgorelosti, ki se modra kaze tudi v manjSem zanimanju zdravnika
za bolnikove osebne in dusevne teZave, kar se morda odraza v nizjem zadovoljstvu. Za potrditev domnev bo
potrebno izvesti ustrezne raziskave na naklju¢nem vzorcu zdravnikov.

Sklepi

Pokazalo se je, da bolniki na sistem zdravstvenega varstva gledajo celovito, zato morajo vsi njegovi sestavni deli
skrbeti za ¢im vecje zadovoljstvo uporabnikov. Med elementi, ki jih je mozno izboljsati in s tem dvigniti raven
zadovoljstvo je uvedba sistema naroCanja na pregled v vseh ambulantah v osnovnem zdravstvu. Pouk o
sporazumevanju med zdravnikom in bolnikom je potrebno poleg pouka iz predmeta in specializacije iz druzinske
medicine vkljuciti tudi v programe drugih fakultetnih predmetov in specializacij, predvsem pa zdravnikom, ki
tega izobraZevanja niso bili delezni, omogo¢iti tako izobraZevanje v stalnem podiplomskem izpopolnjevanju.
Hisni obisk kot eno specificnih sestavin vsebine dela zdravnika druzinske medicine je potrebno podpirati s
strokovnim izobrazevanjem o delu izven ambulante in z ustreznim finanénim ovrednotenjem takega dela.
Neenakomerno obremenjenost zdravnikov z obsegom dela in predvsem izgorelost zdravnikov druzinske
medicine bo potrebno preuciti z nadaljnjimi raziskavami.
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SATISFACTION WITH HEALTH CARE SYSTEM
ZADOVOLJSTVO
S SISTEMOM ZDRAVSTVENEGA VARSTVA

Paper 5: Kersnik J. Determinants of customer satisfaction with the health care system,
with the possibility to choose a personal physician and with a family doctor in a
transition country. Health Policy 2001; 57(2):155-64.

Main results

72,9% of the respondents were satisfied with the current organisation of health care services and
95,5% of the respondents were satisfied with the possibility to chose their own family physician. Higher
patients satisfaction with the family physician showed to be the most powerful predictor of patients
satisfaction with health care system. The results show that health care reform in Slovenia has a positive
impact on the consumers’ perceptions of health care quality measured in terms of consumers satisfaction
with health care system, the possibility to choose a family physician and the overall satisfaction with family
physician.

Glavni izsledki

72,9 % je bilo zadovoljnih s trenutno organizacijo sistema zdravstvenega varstva in 95,5 % jih je bilo
zadovoljnih z moznostjo izbire osebnega zdravnika druzinske medicine. Veéje zadovoljstvo z zdravnikom
druzinske medicine je najmoc¢nej§i napovedni dejavnik za veéje zadovoljstvo z organizacijo sistema
zdravstvenega varstva. Rezultati kaZzejo, da imajo dosedanje spremembe v sistemu zdravstvenega varstva v
Sloveniji pozitiven ucinek na dojemanje kakovosti zdravstvenega varstva s strani bolnikov, ¢e nanj gledamo
skozi prizmo zadovoljstva bolnikov z organizacijo sistema zdravstvenega varstva, z moznostjo proste izbire
osebnega zdravnika in na splosno zadovoljstva z zdravnikom druzinske medicine.

Paper 5/Clanek 5

Slovenia as one of the transition countries has faced dramatic political and economic changes in the
past ten years. The changes are seen in the organisation of health care services, too. Since 1992 the
Slovene health care system like in other Central and East European countries has been transforming
from the state run system to a decentralised model (1, 2). The national health care system in Slovenia
can be described as a combination of the Beverige and Bismark models. The Bismark insurance
model of financing health care is used but for political reasons there is only one insurance company
National health insurance institute (NHII). Ministry of health has kept a coordinative role in annual
agreement between NHII and health care providers which are split in several public health care
centres and private providers. Annual plan of service provision and the payment of the services is
agreed among the parties and a contract signed (1). Financial constrains defined in the contract are
poses potential threats to the quality of care and could hinder good doctor-patient communication (3).
As the values of the patients and health policy makers can differ is of great importance that public
opinion is incorporated in purchasing health care services (4, 5). This can be achieved also through
measuring outcomes in terms of satisfaction with health care plan and in terms of patient satisfaction
with care providers (6).

The task of controlling the health care budget in Slovenia is left to NHII. The main source of the NHII budget
consists of compulsory health insurance, which is partly derived from a percentage deduction from the wages of
employees and other personal incomes, and partly directly from employers. Every inhabitant of Slovenia is insured
through his/her employment status, the unemployed are covered by local communities. The compulsory health
insurance covers over 80% of all health care costs. Through the purchase of the voluntary insurance for co-payment,
the remaining health care costs and additional services provided to the customer above the basic level can be assured
by other insurance companies. Several strategies to restrain costs especially by employing waiting lists that are
restricting patients in free choice and timely use of several specialist services can be a potential threat (3).
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New economic challenges have led to a better transparency of health services provision and to the
balanced portfolios of the health care providers. The flow of health care budget money from NHIl is
relatively stable and defined by the yearly contract between the partners, leaving out competition as an
important factor in improving the services. But on the other hand, “socialised” insurance coverage
changed to customer-provider relationship. Every citizen has to have individual health insurance
coverage contract with the NHIl. This is besides some small restrictions in the health insurance
coverage and the problem of waiting lists in lay public regarded as non-desirable outcome of the
health care reform. As our country acknowledged the lead of the primary care, much bigger
responsibility for the patients lies with the family physicians who have got a gate-keeping role (1, 7, 8).
Every patient has to choose his/her own “personal” family physician if he/she wants to enter the health
care system (1). Personal family physician has the responsibility to provide primary care for the
patients on the list including emergency care 24 hours a day. Outside working hours physicians are
working in rotas for the defined populations. Family physician has a gate-keeping role which puts him
in the focus of cost containment and quality assurance efforts of the health care system. These tasks
could present a potential threat to the doctor-patient relationship (3).

Besides cost-containment the quality of care should be assured to the patients after the finishing of the health care
reform (9). One of the objectives of the health care reform was also to improve patient satisfaction with health care
providers and the health care system as a whole (10). An inclusion of the patient perspectives in an evaluation of the
health care reform should show their perceptions of the process (11). The aim of this study was to determine the
customer satisfaction with the organisation of the current health care system, the customer satisfaction with the
possibility to choose “personal” family physician, the patient satisfaction with primary care provider in Slovenia and
the major determinants of customer satisfaction with the organisation of the current health care system, the customer
satisfaction with the possibility to choose “personal” family physician and patient satisfaction with primary care
provider.

Methods and patients

We used a postal survey of the patients who attend the family physicians’ offices during the study period. The
methods are described in detail elsewhere (12), here we give only a brief overview.

Sampling

A representative sample of Slovene family physicians was approached. We stratified the practices according to
the number of inhabitants in the town with the practice location, 18 practices were located in towns with 30.000
inhabitants and 18 in towns with less inhabitants. Furthermore we stratified practices according to the type of the
practices: 18 solo practices and 18 group practices. We invited one family physician from each selected practice
to participate in the study and all agreed. There were 15 male and 21 female physicians in the sample. Seven of
them were private contractors. The age of the participating physicians was 37 to 54 years, mean 42,8 years. In
the time of the study they worked in the same practice 3 to 24 years. The comparison of the practices in the
sample and the data about family physician offices from a national registry was made. The sample of practices
did not differ from the main characteristics and is representative for the general practice of Slovenia (13).

In March 1998 60 consecutive adult patients who attended each practice on a randomly allocated day were
offered a questionnaire in a prepaid envelope to fill in it at home. Patients with reading problems or severely
mentally disturbed patients were excluded (there were 8 cases of that kind). 2160 patients were approached. The
questionnaires were sent to the research unit by mail. After 14 days they were posted a reminder. The analysis of
non-responders was made according to age and sex and the differences were not statistically significant.

Questionnaire

A self-administered questionnaire was prepared: questions on the use of health care services, patient
demographic, socio-economic and health characteristics, as well attitude and experiences with health services.
Validated and tested instruments EUROPEP questionnaire on patient satisfaction (14), EuroQol 5D instrument
for measuring well-being and functional status (15, 16), Duke-AD instrument for measuring symptoms of
anxiety and depression (17) were used for measuring health related quality of life and presence of anxiety and
depressive symptoms.

Analysis

An Epi Info statistical package was used for data entry and calculation of the descriptive statistics. Multivariable
analysis was performed using SPSS statistical package.
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Results

1809 questionnaires (84 % response rate) entered the final analysis. Mean age of the respondents was 50 years,
S.D. 15 years. Other patient characteristics are presented in table 16.

Table 16. Patients’ characteristics of the sample.

Patient characteristics Number Percent
Female sex 1157 64
Living in towns 686 42
Visiting solo practices 757 47
Visiting private physicians 275 17
Visiting practices with appointment system | 829 51

1393 (77,0%) respondents answered the question on satisfaction with the organisation of the health care system
and 1699 (93,9%) respondents answered the question on satisfaction with free choice of family physician. 1016
(72,9%) of the respondents were satisfied with the current organisation of health care system in Slovenia and
1623 (95,5%) of the respondents were satisfied with the possibility to chose their own family physician. An
average of 58 % (26 % to 77 % for individual items) of participants were very satisfied with the level of care
received from their personal family practitioners in the year 1997 as measured by items of the EUROPEP
questionnaire. The overall satisfaction score was 86,4 points (SD 12,4 points) on the scale 0 — 100. 971/1793
(54,2%) would strongly recommend their family physician to their friends and 1189/1760 (67,6%) have no
reason to change their family physician. Only 64/1780 (3,5%) of respondent changed their personal family
physician in the year 1997 and only 34/1720 (2,0%) are thinking about changing their family physician in near
future.

As in bivariate analysis several demographic, health state and service utilisation characteristics of the patient,
practice organisation and the characteristics of the physician showed to be significantly associated with
satisfaction with health care system and showed inter-item correlation, we forced them into multivariable logistic
regression analysis using dissatisfaction with health care system as dependent variable (Table 17).

Table 17. Doctors’ and patients’ characteristics that predict respondents dissatisfaction with the organisation of
the health care system.

Variable B Wald Sig R ExpB) |95% CI for
Exp(B)
Constant 4,3789 | 2,5820 ,1081
Doctors' characteristics
Years in the same practice ,0570 | 3,8879 ,05 ,0474 11,0587 | 1,0003 - 1,1204
No. of phone calls regarding the patients -,0500 | 4,0841 ,04 -,0499 | ,9512 ,9062 - ,9985
Patients' characteristics
High school or higher education 1,0347 | 17,2912 <,001 ,1350 12,8142 | 1,7280 - 4,5830
Has a chronic condition ,9265 | 11,3518 <,001 ,1056 | 2,5257 1,4734 - 4,3297
Signs of anxiety and depression -,0936 | 3,9919 ,05 -,0487 11,9106 ,8307 - ,9982
Health status -,0175 | 4,7627 ,03 -,0574 11,9826 ,9673 -,9982
No of visits to the family physician in one -,0422 | 3,8818 ,05 -,0474 | ,9586 ,9192 -,9998
year
Visited emergency room in one year ,6303 | 5,2095 ,02 ,0619 | 1,8782 1,0931 - 3,2270
Had a home visit in one year ,7760 | 6,4227 ,01 ,0726 12,1727 ] 1,1923 - 3,9592
Overall patient satisfaction -,0656 | 46,5444 <,001 -,2305 | ,9365 ,9191 - ,9544
Changed a family physician in the previous | 1,2480 | 4,4753 ,03 ,0543 13,4832 | 1,0961 - 1,0692
year
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More years doctor is practising in the same practice, less phone calls the doctor makes regarding his patients, higher
education of the patients, presence of chronic disease, absence of signs of anxiety and depression, worse functional
status, lesser number of office visits to the family physician, a visit to primary care emergency department in the
previous year, having a home visit, lower patient satisfaction with family physician and change of a family physician
recently are independent predictors of customer dissatisfaction with the organisation of the health care system.
Higher patients satisfaction with the family physician showed to be the most powerful predictor of higher
patients satisfaction with the health care system (Table 18).

Table 18. Doctors’ and patients’ characteristics that predict respondents’ satisfaction with the possibility to
choose “personal” family physician.

Variable B. Wald Sig R Exp(B) 95% CI for
Exp(B)

Constant 1,8924 2,2413 ,1344

Doctors' characteristics

The distance to the nearest specialist -,0402 4,8464 ,03 -,0700 ,9606 | ,9269 - ,9956

Private provider 1,4359 6,6132 ,01 ,0892 4,2034 | 1,4071 - 12,5570

Patients' characteristics

Age of the patient -,0171 4,0358 ,04 -,0592 ,9831 [ ,9668 - ,9996

High school or higher education ,8017 7,8284 ,005 ,1002 2,2293 11,2714 - 3,9091

Satisfaction with the possibility to choose “personal” family physician correlates with younger respondents’ age
with higher education level, living closer to the specialist services and who had chosen private family physician.

Higher patient satisfaction with the family physician was explained by the operating appointment system, higher
number of home visits that doctor usually does for his/her patients, older age of the patients, higher number of
visits to the family physician in one year, lower number of signs of anxiety and depression and with the
satisfaction with health care system as a whole (Table 19).

Table 19. Doctors’ and patients’ characteristics that predict higher patients satisfaction (upper quartile) with
their “personal’” family physician in the previous year.

Variable B. Wald Sig R Exp(B) 95% CI for Exp(B)
Constant -1,9798 ,8148 ,3667

Doctors' characteristics

Running appointment system ,8962 | 7,6474 ,006 ,0849 2,4503 | 1,2983 - 4,6247
No. of home visits ,2848 | 4,8709 ,03 ,0606 1,3294 | 1,0324 - 1,7119
Patients' characteristics

Age of the patients ,0250 | 10,4884 ,001 ,1041 1,0253 | 1,0099 - 1,0409
No of visits to the family physician in ,0351 | 5,4682 ,02 ,0666 1,0357 | 1,0057 - 1,0666
one year

Signs of anxiety and depression -,0951 | 5,1644 ,02 -,0636 ,9093 | ,8376 - ,9870
Satisfaction with health care system 1,8023 | 28,5335 <,001 ,1841 6,0639 | 3,1300 - 11,7478

Discussion and conclusions

The study has some weak points that should be taken into account before we can generalise this results. The study
was done on the population of patients who attended family practices in the study period. We do not know in which
way the participation of non-users of family practice could alter this findings. Also non-responders could alter the
results of the study in unknown direction. The high response rate and relatively high satisfaction still give us strong
believe that the results of our survey are a valid evaluation of the satisfaction with current health care system, of the
satisfaction with the possibility to choose a “personal” family physician and of the patient satisfaction with family
physician. Another problem might be that we did not have any data on the satisfaction before the introduction of new
health care system organisation. The data on patient satisfaction from similar environments before the health care
reform showed that the patient satisfaction did not worsen and even got better in some points (12, 18). Also the
results of international study EUROPEP showed that the satisfaction with family physician in Slovenia can be
compared to the satisfaction level in other European countries (12, 14).

The health care reform in our country is well on its way for eight years (1). NHII is reporting financial stability of the
system, but systematic evaluations of the reforms in the former Communist countries are faced with several
difficulties (19). This study is the first attempt which tries to evaluate the impact of the ongoing reforms on the
consumer perceptions in a transition country.

We found almost three quarters of the patients were satisfied with the organisation of the reformed health care

services, and a great majority of the patients approve free choice of personal family physician as very
satisfactory issue. Also patient satisfaction with their family physician was very high and comparable to the other
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countries (12, 20), which demonstrate preserved doctor-patient relationship also during the health care reform
period. The majority of respondents were highly satisfied with the organisation of the health care services, with the
possibility of free choice a personal primary care provider as well with the family physician. This gives support to the
strategies of ongoing reforms. The results are in a way encouraging that the reform of the health care system in
Slovenia runs successfully with cost containment alongside preserved patient satisfaction with the health care system
as a whole, with the possibility to choose one’s own family physician and with high satisfaction level with the family
physicians (12). This can be demonstrated by a relatively small turn-over of the primary care patients (3,5%) and
even smaller patients’ intention to change the “personal” family physician (2%). More than half of the respondents
would absolutely recommend their family physician to their friends.

Also possibility to choose a “personal” family physician and the introduction of private initiative in the health care
field showed to prove health policy makers’ expectations in planning the reforms, i.e. higher satisfaction level.
We saw that younger and educated generations are more prone to changes than the old ones and patients with
lower education level. To avoid disadvantages the additional information on the importance of the doctor-patient
relationship should be presented to the public. Surprisingly the patients who live closer to the specialist facilities
are more likely to express satisfaction with the possibility to choose personal physician, a gesture that should
encourage all parties involved in health policy decisions in the country to continue the efforts that every patient
choose his/her own family physician. It is in a way indirect expression of the patient perception that good doctor-
patient relationship is important to them and that after the reform they have the opportunity to work on it.

Among eleven predictors of high consumers satisfaction with organisation of the health care services higher
patient satisfaction with the family physician showed to be the most powerful predictor, a finding which
demonstrates the outmost importance of primary care in the health care system and shows interdependence of
them. As the reform legislation introduced a free choice of a personal primary health care provider high levels of
satisfaction with organisation of health care system are in a way surprising because of the limitations imposed to
the patient through gate-keeping role of the primary care physician. But on the other hand these results together
with high patient satisfaction with a family physician underpin practical value of formalising personal continuity
of care (21). Assured personal continuity of care and higher patient satisfaction with the provider predict
patient’s health service utilisation behaviour which is a strong predictor of the lower health care costs (22),
another important target of the reforms. Worse perception of the health status in connection with the necessity to
use emergency room are predictors of dissatisfaction with the health care system showing that when faced with
complex situations in searching health services patients might experience some difficulties. On the contrary, we
could demonstrate strong correlation of overall patient satisfaction with their family physicians and higher frequency
of office visits with customer satisfaction with health care system suggesting when the routes of the health seeking
behaviour are known to the patient our health care system seems to be shaped in accordance to the needs of the
population.

Interestingly, the reform besides patients choosing private contractors, unexpectedly influenced younger, well
educated patients and patients living close to specialist centres to be very satisfied with the possibility to choose
a personal family physician. This results are supported by the findings that working style of the doctor, besides
patient characteristics, predicts patient satisfaction with the provider.

Although this study can not replace a systematic evaluation of the health care reform in a transition country it brings
positive reflections of the patients who are to be the focus of the system improvement. In spite of some limitations
we can conclude that the health care reform in Slovenia had a positive impact on the consumers’ perceptions of
health care quality as measured in terms of consumers satisfaction with health care system, the possibility to choose a
family physician and the overall satisfaction with family physician. The most striking finding is a strong correlation
between satisfaction with the family physician and the satisfaction with the organisation of the health care services
which underpins the importance of communication skills in curricula for udergraduate and postgraduate teaching
(23). A strong research and educational institute for family medicine can serve these needs. The results can also serve
in health care analysis and planning during the next steps of health care reform. Especially in further development of
the family practice sector and grater involvement of patients in their own care. Studies on quality of provided care
measured both in terms of clinical as well health status measures are needed to support the outcomes of the reform in
terms of cost containment and preserved patient satisfaction.
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PATIENT SATISFACTION
IN DIFFERENT PATIENT GROUPS
ZADOVOLJSTVO RAZLICNIH SKUPIN BOLNIKOV

Paper 6: Kersnik J, Ropret T. An evaluation of patient satisfaction amongst family
practice patients with diverse ethnic backgrounds. Swiss Med Wkly 2002; 132 121-4.
Paper 7: Kersnik J. Predictive characteristics of users of alternative medicine. Schweiz
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Paper 9: Kersnik J. Patients’ recommendation of physician as an indicator of patient
satisfaction. Hong Kong Med J 2003; 9: 247-50.

Main results

The overall satisfaction was insignificantly lower in non-Slovene nationality patients (83.6 vs. 85.8
points, p=NS). Non-Slovene nationality patients evaluated lower “quick relief of their symptoms”,
“helping them to feel well so that they can perform your normal daily activities”, physicians’
“thoroughness” and his/her explanation “what they (the patients) wanted to know about their
symptoms and/or illness”. In multivariate analysis Slovene nationality predicted higher patient
satisfaction with physician clinical behaviour.

Users of alternative medicine were from middle age group, have more likely chronic conditions, had lower
perception of quality of life, grater presence of symptoms of anxiety and depression and express grater needs for
emergency treatment. They are heavier users of primary as well secondary care services they have changed their
GP recently but they are not significantly dissatisfied with current regular GP.

Frequent attenders were more likely to have lower educational status, were more satisfied with their GP, had
higher scores of anxiety and depression, and lower perceived quality of life.

Overall, 92% of respondents were in agreement with the statement that they would strongly recommend their
general practitioner to their friends. Patient satisfaction in the group of patients strongly agreeing with the
statement was 11.1 points higher than that for the group responding they agreed only (92.4 versus §1.3 points;
P<0.001). Higher agreement with the statement “I can strongly recommend my general practitioner to my
friends” was shown to be associated with higher patient satisfaction with the physician working style, with some
patient demographic characteristics, aspects of patients’ health care utilisation, and some doctor characteristics.
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Glavni izsledki

Zadovoljstvo bolnikov neslovenske narodnosti je nekoliko nizje (83.6 vs. 85.8 points, p=NS). Nizje so
ocenili »hitro olajSanje znakov bolezni«, »pomo¢€ pri boljSem pocutju, da bi lahko €im prej opravljali
svoje delo«, zdravnikovo natanénost in njegovo razlago o znakih bolezni. Slovenska narodnost je
neodvisni napovedni dejavnik vecjega zadovoljstva bolnikov.

Uporabniki alternativnih oblik zdravilstva so srednjih let, imajo pogosteje kroni€éno bolezen, niZje
ocenjujejo kakovost Zivljenja, imajo ve€ znakov anskioznosti in depresije in imajo vecje potrebe po
nujni pomod¢i. So vedji uporabniki zdravstvene sluzbe, vel jih je zamenjalo svojega zdravnika
druzinske medicine v preteklem letu, vendar niso bisvteno manj zadovoljni s svojim trenutnim
zdravnikom.

Pogosti obiskovalci imajo pogosteje nizjo izobrazbo, so bolj zadovoljni s svojim zdravnikom druzinske
medicine, imajo ve€ znakov anksioznosti in depresije in nizje ocenjujejo kakovost svojega Zivljenja.

V povprecju se 92 % vprasanih mocno strinja, da bi svojega zdravnika druzinske medicine priporodili
svojim prijateliem. Zadovoljstvo je v tej skupini za 11,1 to€ko vi§je kot pri tistih, ki se s to trditvijo samo
strinjajo (92,4 proti 81,3 tockam; p < 0,001). Mocnej8e strinjanje s to trditvijo je povezano v vecjim
zadovoljstvom z zdravnikovim slogom dela, prav tako pa z nekaterimi demografskimi lastnostmi
bolnika, vidiki uporabe zdravstvene sluzbe in z nekaterimi lastnostmi zdravnika.
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Paper 6/Clanek 6

Patient satisfaction is an important outcome of care (1) and it has been demonstrated to influence certain health
related behaviours (2). The health care systems should guarantee equity in quality of health care to all the
patients. Several studies showed that at least part of the differences in the satisfaction rates can be assigned to the
patients’ demographic characteristics and among them diversity of cultural backgrounds and expectations of the
populations in different countries as one of important factors of patient (dis)satisfaction (3). The differences in
the quality of health care as measured by the patient satisfaction due to the cultural diversity emerge also within
the same health care system (4-9). It was recognised that ethnicity of the patient independently influence
physician behaviour (10), so patients’ evaluations of quality of care can detect the differences in physician
practice style and are usually lower in minority groups (4-6).

Slovenia is new independent country in Eastern Europe which had reformed its health care system in the
nineties, adopting the following features of primary health care: family physicians keep patients lists, they have
gate-keeping role and they are paid by mixed capitation - fee for service scheme. A great emphasis on quality of
care has been proclaimed by the health policy makers. Although the country is relatively homogenous regarding
the language and the culture, about 10% of the population are non-native speakers living in the country due to
economic migration from the countries of former Yugoslavia during past decades of common state. As the
majority of them had moved to Slovenia before the independence had been declared they were not forced to
learn Slovene language or adopt local culture. Many of them kept their language and traditional culture so they
could face some problems in obtaining health care from native speaking health care providers. Separation
movements in Eastern Europe brought strong xenophobic fillings which might influence doctor-patient
communication reflecting in lower patient satisfaction in minority groups. Also socio-political changes that
occurred during the last decade might have hampered the equity in receiving quality care. For our knowledge we
are not aware of any published study in Eastern Europe examining relationship between patient satisfaction and
their cultural background.

In this study we wanted to examine the impact of patients’ ethnic diversity on the patient satisfaction rates. From
previous studies in different countries we expected that the patient satisfaction is lower in non-native patients.

Patients and methods

We used an instrument and methodology developed n an international EUROPEP study. The methods and the
instrument are described in detail elsewhere (11, 12). Here we give only a short overview. The instrument
consists of 23 questions regarding specific family physicians’ tasks evaluated on 5 point Likert scale.

We recruited 600 consecutive patients visiting 10 family physicians of Slovene origin employed by the National
Railway Primary Health Care Services on five locations (rural and urban) in Slovenia which provide services to
the workers, their relatives and retired workers from the National Railways Company. The health care centre was
chosen due to large proportion of workers of non-Slovene nationality, so ensuring sufficiently large numbers of
respondents in both groups to draw reliable conclusions. The following non-Slovene nationalities were
represented in our sample: Serbs, Moslems, Croats and Albanians. The Moslems from Bosnia, who declare
themselves as an ethnic group are regarded as a “Moslem” nationality in the countries of former Yugoslavia. We
obtained permission from national ethnic committee. The persons of non-Slovene origin lived in Slovenia for at
least 7 years and were according to the doctors’ opinion capable to understand the wording of the questionnaire.
The patients in the study period from November 1 to November 20 1999 after the consultation with a family
physician were approached by the practice nurse who explained the aims of the survey and the possibility to
refuse the participation. The patients received a questionnaire in a prepaid and addressed envelope. After 14 days
all patients received a mailed reminder. The participation was anonymous.

Intraclass correlation for the patient satisfaction scale was 0.96. Item 1 to item 17 of the patient satisfaction quest
was associated with physician’s clinical behaviour (item 1-17), and factor 2 with the organisation of the health
care service (items 18-23). The overall satisfaction scores were calculated using the method described by Baker
and Hearnshaw (13), with O scores indicating the lowest possible satisfaction and 100 the highest possible
satisfaction. Multivariate regression analysis was performed using composite scores of patient satisfaction as
dependent variable and patient and physician characteristics as independent variables.
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Results

394 (65.7%) questionnaires out of 600 handed-out returned in the study period. 229 (58.1%) of the respondents
were male and 165 (41.9%) were female. There were more male respondents in the non-Slovene group (78.4 vs.
52.3%, p<0,001). The age of the respondents was 18 to 84 years, mean 49.8 years (SD 13.9 years). The
respondents in the non-Slovene group were two years younger (48.3 vs. 50.3, p<0.001). 87 (22.1%) respondents
completed primary education, 105 (26.6%) professional training programs, 156 (39.6%) secondary school and 38
(9.6%) had finished university education. In the non-Slovene group the education level was lower than in the
Slovene group (p=0.04): 32 (32.3%) respondents completed primary education, 34 (35.1%) professional training
programs, 26 (26.8%) secondary school and 4 (4.1%) had finished university education. The majority of patients
were of Slovene origin (292; 75.1%), 46 (11.8%) Serbs, 26 (6.7%) Moslems, 17 (4.4%) Croats, 2 (0.5%)
Albanians and 6 (1.5%) other nationalities. The patients made 0 to 50 primary care visits in the past year, mean
7.3 (median = 5.0). 168 (42.6%) patients suffered from a chronic condition. The groups did not differ in the
number of office visits or in the percentage of patients with chronic conditions.

Table 20 shows percentages of the responses to the 23 items of the questionnaire by the native and non-native
patients. Non-Slovene nationality patients evaluated physician clinical behaviour insignificantly lower than
native patients (82.4 vs. 86.4 points, p = NS) but insignificantly slightly better factor 2 (83.9 vs. 82.4 points, p =
NS). The overall satisfaction was insignificantly lower in non-native patients (83.6 vs. 85.8 points, p = NS).
Non-native patients evaluated significantly lower “quick relief of their symptoms”, “helping them to feel well so
that they can perform your normal daily activities”, physicians’ “thoroughness” and his/her explanation “what
they (the patients) wanted to know about their symptoms and/or illness” (Tab. 20).

In the multivariate regression analysis three patient characteristics predicted higher patient satisfaction with the
physician clinical behaviour: intention not to change a family physician in the closest future, a higher satisfaction
with the current health care system and Slovene nationality (R-square = .226, df = 3, F = 15.685, p < 0.001).
Only small part of the variance could be explained by the model.

Table 20. Percentages of the responses to the items of the questionnaire who marked the answer with 5 points on

5 point Likert scale.
Items Nationality Sig. National
o
Native Non-Native figures
1 making you feel you had time during consultations 56.3 44.7 7 51.2
2 interest in your personal situation 45.7 46.1 4 46.8
3 making it easy for you to tell him or her about your problems 48.9 38.6 .6 52.0
4 involving you in decisions about your medical care 52.7 45.6 9 54.8
5 listening to you 68.1 57.1 1 69.1
6 keeping your records and data confidential 70.3 66.7 9 74.2
7 quick relief of your symptoms 61.1 51.1 .01 62.9
8 helping you to feel well so that you can perform your normal 56.8 473 .03 60.4
daily activities
9 thoroughness 62.0 53.9 .05 58.0
10 physical examination of you 55.7 6.7 4 55.3
11 offering you services for preventing diseases 63.1 58.9 .09 57.2
12 explaining the purpose of tests and treatments 57.2 51.1 4 56.1
13 telling you what you wanted to know about your symptoms 61.7 49.5 .05 61.7
and/or illness
14 help in dealing with emotional problems related to your health 53.5 46.0 4 54.6
status
15 helping you understand the importance of following his or her 56.6 533 9 57.8
advice
16 knowing what s/he had done or told you during previous 54.9 51.1 3 56.1
contacts
17 preparing you for what to expect from specialist or hospital 55.0 48.2 3 523
care
18 the helpfulness of staff (other than the doctor) 55.3 56.7 8 56.9
19 getting an appointment to suit you 58.8 52.8 i 56.9
20 getting through to the practice on the phone 66.1 65.9 3 70.9
21 being able to speak to the general practitioner on the telephone 68.5 58.8 .6 71.6
22 waiting time in the waiting room 25.5 31.0 1 23.8
23 providing quick services for urgent health problems 51.5 53.2 .6 61.9
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The percentage of the patients evaluating care as very good from a national survey on patient satisfaction (12).

Discussion

Multi-nationality, multi-ethnicity and diverse cultural backgrounds are more or less normal features of modern
societies all around the world that we all have to be aware of them (14). The results of this study show that
quality of care as assessed by the patients in terms of overall patient satisfaction does not differ significantly
regarding their ethnic backgrounds. The findings are supported by the results of previous evaluations of the
patient satisfaction in Slovenia that showed the same level and the same pattern of patient satisfaction (12, 15).
Contrary to the results some authors found for other ethnical minorities in other countries, we were not able to
demonstrate such drastically lower satisfaction in the non-Slovene nationality patients (9). The ethnic differences
in our study could explain only small part of the variance in the patient satisfaction scores. This can be partly
explained by the closer relationship of the minority groups with the majority of the population and a long
tradition of politically proclaimed equity of all the people. Another explanation for such tinny differences can be
high volumes of non-native patients in the practices under the survey that can bias our findings. The findings of a
few items of the questionnaire showing only small significant differences should be interpreted with a caution
and tested in further surveys. On the other hand, lower evaluations of some aspects of care can show difficulties
of the doctors to communicate according to different expectations of patients with diverse ethnic backgrounds
pointing out an area of improvement in better care for non-native patients (Tab. 1).

Conclusions

We could not demonstrate any significant differences in the overall satisfaction between Slovene and non-
Slovene patients, but in some fields there were some small differences towards lower satisfaction in non-
Slovenes, i.e. on quick relief of the patients’ symptoms, on helping you to feel well so that one can perform
his/her own normal daily activities, on thoroughness of the doctor and on the explanation of the patient’s
symptoms and/or illness. These differences show the necessity that the physicians should be more attentive to the
patients of non-Slovene origin, showing empathy and understanding to the patients’ problems and expectations.
As family practice remains an important source for all the patients regardless their ethnic, social or cultural
background, the providers should address the needs of the all members of our society (14). The results of this
study support recently adopted curriculum for undergraduate and postgraduate education which underpins
communication skills as a core of each primary care consultation (16). In spite of the fact, that we studied the
impact of cultural differences on the physician patient in the non-Slovene who were able to speak Slovene, we
can not rule out completely the possibility that some differences could be attributed to linguistic problems, too. A
possible effect of different expectations of non-native speaking patients should be examined in the future
research.
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Paper 7/Clanek 7

Alternative medicine is a world-wide phenomena (1, 2, 3, 4, 5, 6, 7). Utilisation of alternative medicine practices
differ from 6% up to 42% of the population in different countries (1, 2, 4, 5). Use of alternative practices in US
exceeds total visits in primary care in 1997 (5). A wide range of alternative practices is available to the patients

(8).

As physicians’ interest in alternative medicine is raising (3, 6), many of them providing it to their patients
directly as part of GPs services or referring their patients to alternative practitioners (2, 3, 9), approximately 70%
of patients do not tell their regular GPs about the use of alternative medicine (10). GP should be familiar with the
possibilities for alternative treatments to facilitate open communication about the use (6).

Users of alternative medicine are more likely females (2), of higher education grade (2, 4), patients suffering
from chronic conditions, such as low back pain, anxiety and depression (1, 5), express lower perception of health
related quality of life (1, 2) and have higher expectations from conventional medicine (1). Patients with
psychiatric disorders are more likely to seek out alternative treatments for a wide range of medical problems

(11).

Slovenia is facing economic transition which reflects in health care field, too (12). We are adopting
many western standards of living and there is general belief on high use of alternative practices. The
attitude of the Ministry of health and health care officials in our country are very strict in recognising
alternative practices, so this field is out of control left to demands of the market. There is not any
reliable data on the use of alternative services in our country.

The aim of the study was to determine the rate of the utilisation of alternative medicine practices in Slovene GP
patients, users socio-demographic characteristics, patient satisfaction with regular GP, health related quality of
life, presence of chronic condition, anxiety and depressive symptoms, use of conventional medical services,
characteristics of GP and his/her practice as compared to non-users and determine predictors for the use of
alternative practices.

Methods and patients

A representative stratified sample of Slovene GPs (15 male and 21 female physicians), working in group and
solo general practices in urban areas with 30.000 inhabitants or more and in rural areas was approached. One GP
from each of 36 practices from all over Slovenia was approached to participate in the study. The practices were
stratified in order to represent all the regions of the country. The comparison of the practices in the sample and
the data about GP offices from a national registry was made. The sample of practices did not differ from the
main characteristics and is representative for the general practice of Slovenia (12).

In March 1998 60 consecutive adult patients who attended each practice on a randomly allocated day were
offered a questionnaire in a prepaid envelope to fill in it at home. Patients with reading problems or severely
mentally disturbed patients were excluded (there were 8 cases of that kind). 2160 patients were approached. The
questionnaires were sent to the research unit by mail. After 14 days they were posted a reminder. The analysis of
non-responders was made according to age and sex and the differences were not statistically significant.

A self-administered questionnaire was prepared on the basis of literature review about characteristics of
alternative practices users (1, 2, 3, 4, 5, 6, 7): questions on the use of health care services, patient demographic,
socio-economic and health characteristics, as well attitude and experiences with health services. Validated and
tested instruments EUROPEP questionnaire on patient satisfaction (14), EuroQol 5D instrument for measuring
well-being and functional status (15, 16), Duke-AD instrument for measuring symptoms of anxiety and
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depression (17) were used for measuring health related quality of life and presence of anxiety and depressive
symptoms.

An Epi Info statistical package was used for descriptive statistics. Multivariat analysis was performed using
SPSS statistical package.

Results

Out of 1753 (81,2%) returned questionnaires, data on use of alternative practices were filled in. 115 (6,6%)
patients reported to visit alternative practitioners in the previous year (1997). Users of alternative medicine were
younger then the rest of the patients (mean 46 yrs. vs. 51 yrs.; p=0,001) (table 21) and did not differ regarding
sex. Among users were 12,0% (6/50) of patients without primary school completed, 3,1% (12/383) with primary
school, 5,6% (23/409) with vocational training, 6,8% (41/602) with secondary school diploma and 11,0%
(33/299) university graduates (p<0,001).

Table 21. Users of alternative medicine according to the age groups.

AGEGROUP USERS® % NON-USERS %

18-39 34 7.3 429 92.7
40-54 49 8.6 520 91.4
55-64 20 5.6 340 94.0
65-HI 11 32 336 96.8
Total 114° 6.6 1625 93.4

“Data on one patient are missing, * p=0,01

Users were more likely to suffer from a chronic condition (odds ratio 1,56 (95% confidence interval 1,04 to
2,34); p=0,03), in the past year they were more likely to experience need of emergency care (odds ratio 1,58
(95% confidence interval 1,05 to 2,40); p=0,03). Users perceived their health related quality of life as worse (71
points vs. 74 points; p=0,04) and they had more signs of anxiety and depression (p=0,02).

They were more likely to visit urban GP practices (odds ratio 1,56 (95% confidence interval 1,04 to 2,33);
p=0,03), but did not differ regarding visiting solo practices, private practices or practices with appointment
system. They were more likely to visit female physicians (odds ratio 1,60 (95% confidence interval 1,09 to 2,39);
p=0,02) but did not differ according the age, years of experience, job satisfaction or workload of the physician.
Users of alternative medicine were more frequent users of GP services (7,5 times in one year vs. 6,7 times;
p=0,04), more frequent users of specialist and hospital services (odds ratio 1,98 (95% confidence interval 1,32 to
2,97); p<0,001) and they were more likely to try to treat themselves (odds ratio 2,44 (95% confidence interval
1,61 to 3,69); p<0,001), but did not differ in use of out of hours services or home visits. They were more likely
to change their regular GP a year before the study (odds ratio 2,78 (95% confidence interval 1,28 to 5,89);
p=0,006) but their overall as well as satisfaction across specific aspects of care with regular physician through
the year before the study did not differ.

Multivariat analysis

Variables showing significant levels in univariate analysis entered multivariate model: patient sociodemographic
characteristics: younger age and higher education, patient health status: worse functional status, presence of
symptoms of mental disorders and expressed need for emergency care, presence of a chronic condition, health
related behaviour: higher frequency of office visits, higher specialist and hospital utilisation, changing personal
GP recently and higher level of self-care, doctor and practice characteristics: urban area and female doctor. Step-
wise discriminant analysis was used to calculate Wilks” Lambda (0,962, Chi-square=56,860, df=7, p=0,00).
Multivariate modeling showed higher levels of self-care, change of a personal doctor in last year, younger age of
the patient, higher levels of education and visiting specialist or hospital services in previous year were significant
predictors for the use of alternative medicine (table 22).

Table 22. Coefficients of regression analysis.

[Variable B Std. Error _ |Beta It Sig.

Self-care 4,447E-02 ,013 ,089 3,398 ,001]
Change of personal doctor 9,929E-02 ,036) ,071 2,768 ,006]
Age of the patient 1,208E-03] ,00 ,074 2,696 ,007
Education -1,374E-02) ,006 -,063 -2,420) ,016
Visiting specialist or hospital 3,006E-02 ,014] ,061 2,222 ,026]
Constant) 1,647 ,067 24,692 ,000)

a Dependent Variable: use of alternative services
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Discussion

Alternative medicine inspite of universe use remains a subject of dispute in medicine (18) and we still have to
learn a great deal about the needs, expectations and demands of the patients using these practices. The present
study confirms results from previous studies in many ways: Firstly, albeit low levels of use of alternative
medicine in Slovene patients, we have to admit co-existence of alternative medicine. The utilisation levels are
very low comparing to the levels found by other authors (1, 2, 4, 5). This finding can be attributed to the fact that
the patients in our health care system have good access to the primary as well to the secondary health care
services. The patients in our country are relatively frequent users of primary care services, so they have an
opportunity to communicate the majority of their health related problems in the institutionalised health care
services. We have a long tradition of family medicine in Slovenia with patients lists and a grate emphasise on
good doctor-patient relationship (12). As we have universal coverage for the majority of health care services, so
the patients are not willing to pay out-of-pocket money for any medical treatment as well for the alternative
services. Some bad outcomes that followed alternative treatments in our country made patients more cautious in
selecting alternative methods for their problems.

Secondly, we could not demonstrate grater use of alternative practices of women found by Bernstein (2) but on
the other hand we found age as an important factor in determining use of alternative practices. Middle aged
patients were the most active in using alternative help (4).

Thirdly, we confirm findings of other authors, users of alternative practices suffer from chronic conditions, have
lower perceptions of quality of life and grater presence of symptoms of anxiety and depression (1, 2, 5, 11). They
felt more likely the need to seek emergency care. This findings show unresolved health care problems might be
the trigger to seek besides conventional medical care unconventional ways for help, too.

Fourthly, distinctive features of user of alternative medicine emerge from studying health related behaviour of
those patients. They are heavier users of primary as well secondary care services, changing their GP if their
expectations are not met. Albeit satisfied with recent regular GP, indicating patients’ demands are whether due to
more serious illness or higher expectations on health care services a powerful predictor of alternative medicine
utilisation (1). This findings are in agreement with Davidson and co-workers who advocate physicians should be
aware of patients’ health care seeking behaviour and health beliefs and should discuss the topic with their
patients in order to make an early diagnosis of underlying (mental) disorder (11, 19).

Lastly, our multivariate model showed that five patient characteristics: higher levels of self-care, change of a
personal doctor in last year, younger age of the patient, higher levels of education and visiting specialist or
hospital services in previous year are predictors for the use of alternative medicine by the patients.

Alternative medicine as phenomena can not be overlooked. GPs should be taught about the characteristics of
utilisers of alternative medicine. Doctors should not blame themselves, if their patients use alternative services
besides their care. Seeking alternative medicine practices seems to be led by patient characteristics which can be
attributed to more active patient practices in managing their problems. The doctors should inquire their patients
about the use of practices especially in patients who are more likely to seek such help. Doctor — patient
communication can be improved through discussion on use of alternative medicine and underlying health
problems resolved. To better understand the problem of alternative medicine uptake by the populations further
studies are needed which should include psychological characteristics of the users.
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Paper 8/Clanek 8

The patients’ decision to seek medical care is one of the most important in health care. The services are not
always used rationally and there are groups of patients who are heavy users of doctors (1-3). They raise concerns
to policymakers because of their disproportional use of the resources (4). Analyses of utilisation behaviour have
shown that they are predominantly female patients, from older age groups and more frequently of lower socio-
economic status (4-7).

The studies of frequent attenders done in general practice were so far based on the routinely collected data from
the medical records and mainly focused on the patient characteristics (4, 7). Frequent attenders were studied for
their psychological, family, social aspects (5, 6-9), and for the effect of physician’s practice style (10). It was
found that they came from distressed families and they suffered from chronic conditions (4, 5, 7). Only recently
the studies tried to approach frequent attenders from patient’s point of view and some qualitative research
regarding their perception of the use of health services were done (11-13), quite often revealing traumatic
experiences among this group of patients. Some guidelines were given for this purpose (14). Among functional
health status dimensions, presence of anxiety and depressive symptoms might play an important role, since it
was shown that frequent attenders had a higher proportion of psychiatric complaints (15). Frequent attenders
were often labelled as “heartsink patients” (15), reflecting conflict with a GP and a potential source of burnout
and low job satisfaction in primary care physicians.

Surprisingly little is known about the doctors' characteristics that influence the high attendance rates. Campbell
developed a theoretical model, which tried to explain the problem of a frequent attender (9). He suggested
studies, where doctor’s characteristics (age, experience, and sex), practice style (e.g. the use of appointment
system), and job satisfaction could be studied.

The aim of the study was to determine the factors that predict frequent attendance in general practice, taking into
consideration factors related to both the patient and the physician.

Patients and methods

A representative stratified sample of GPs practices, working in group and solo general practices in towns with
30.000 inhabitants or more and in rural areas was approached. The practices were stratified in order to represent
all the regions of the country. Thirty eight GPs from a sample of 36 practices all over Slovenia were approached
to participate in the study. Two GPs refused to participate, one due to the fact that the doctor was on sick leave.
The other GP felt overloaded and could not participate. The comparison of the practices in the sample and the
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data about GP offices from a national registry was made. The sample of practices did not differ from the main
characteristics and is representative for the general practice in Slovenia (16).

Sixty consecutive adult patients who attended practice under the study on a randomly allocated day were offered
a questionnaire in a prepaid envelope to fill in it at home. Patients with reading problems or severely mentally
disturbed patients were excluded (there were 8 cases of that kind). The questionnaires were sent back to the
research unit by mail. After two weeks a reminder was sent out to all the patients. Two thousand one hundred
sixty patients were approached and 1809 (83,8 %) questionnaires were returned in the study period. The analysis
of non-responders was made according to age and sex and the differences were not statistically significant.

A self-administered questionnaire was prepared from validated and tested instruments EUROPEP questionnaire
on patient satisfaction (17), EuroQol instrument for measuring well-being (“health barometer”) and functional
status (18), Duke-AD instrument for measuring symptoms of anxiety and depression (19) and questions on the
use of health care services, patient demographic, socio-economic and health characteristics, as well attitude and
experiences with health services.

The frequent attenders were identified by the method described by Westhead (8). One thousand six hundred
twenty three adult patients (aged 18-92 years) have reported 11,001 visits in the study year, ranging from 1 to 80
visits and 186 patients reported to have no visit to the GP in the previous year (lower quartile = 3.0, median 5.0,
upper quartile = 8.0). The cut-off point for frequent attenders was at 8 contacts in general practice per year. The
patients whose number of contacts fell in the upper quartile of the distribution of visits were allocated to the
group of frequent attenders and the rest of the patients were assigned to the control group. The comparison of the
two groups was used by chi square and t-tests. Logistic regression was used as a method for multivariate
analysis. Epi-Info was used for data entry, SPSS statistical programme was used for analyses of the data.

Results

The patient characteristics of the frequent and infrequent attenders and the control group are presented in table
23. The frequent attenders did not differ according to age of their GP. There were important differences
regarding sex of the GP between the two groups: frequent attenders were more likely visiting a male GP
(p<0.001), the GPs with longer experience in the same practice (p=0.005), the GPs working at a greater distance
from another GP and at a greater distance from the specialist (p<<0.001). Frequent attenders were more likely to
be registered with a salaried GP (p<0.001). Workload of the GP had an important impact on the rates of the
attendances: frequent attenders were more likely registered with GPs who had more office visits (p<0.001),
performed more home visits (p<<0.01) and had less phone contacts (p<0.005). Frequent attenders were less likely
to be registered with a GP using an appointment system (p<0.001). Frequent attenders were less likely visiting
GPs with higher physician job satisfaction measured by a questionnaire (p<0.005).

Table 23. Patient characteristics of frequent attenders and the control group

Frequent Control -

attenders others

Percentage of male 34.6 37.2
Mean age 51.3 50.2
Percentage of patients having less the third (mean) educational level 59.8 45.5
Percentage of patient satisfaction score under average score** 64.5 57.5
Health on the analogue scale (‘health barometer’) up to 100 points** 54.1 65.2
Quality of life dimensions — movement** 0.59 0.42
Quality of life dimensions — independence™** 0.22 0.11
Quality of life dimensions —pain** 0.97 0.72
Quality of life dimensions —daily living** 0.79 0.50
Quality of life dimensions —anxiety** 0.77 0.55
Level of anxiety and depressive symptoms** 59 4.3
Percentage of chronic diseases** 68.1 48.4
Percentage of use of self-care* 333 41.9
Percentage of use of alternative medical services 7.6 5.9
Percentage of patients who had a need for emergency care in a year ago** 48.7 234
Percentage of patients used other services in a year ago** 414 252
Percentage of patients visited specialist services and hospitals in a year ago** 67.9 35.8
Percentage of patients offered a home visit 124 11.9

** P< 0,001

-69 -



BOLNIK V SLOVENKSEM ZDRAVSTVU

* P< 0,05
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The factors that had shown statistically important differences, were used for the construction of models that
would explain frequent attendance in general practice. Three models were constructed: the first included only the
patient characteristics, the second only GP characteristics. Some of the factors that showed significant in the
bivariate analysis lost their importance through the modelling procedure. By combining both, the final model
was constructed, which, is shown in table 24.

Table 24. The regression model of frequent attenders in general practice, including patient and GP variables
(n=1623).

intercept Std. Error | Beta t P value
coefficien
t
Constant 0.284 1.426 0.199 0.842
Patient variables
Age | -3.16E-02 0.011 -0.077 -2.927 0.003
Patient satisfaction 4.474 E- 0.010 0.113 4.564 0.000
02
Quality of life 0.267 0.117 0.079 2.293 0.022
Perceived well being | -4.33E-02 0.10 -0.144 -4.513 0.000
Anxiety and depression 0.343 0.061 0.161 5.629 0.000
Presence of chronic disease 1.837 0.342 0.150 5.373 0.000
History of self treatment 1.075 0.266 0.100 4.044 0.000
GP variables
Years in general practice 8.30E-02 0.032 0.070 2.620 0.009
Use of appointment system -0.758 0.317 0.062 -2.389 0.017
Distance from nearest GP 0.127 0.026 0.123 4.839 0.000

As it can be seen, ten variables have entered the final model, 7 of them were patient characteristics and three
were GP characteristics. We have managed to explain 19,7% of the variance.

Discussion

We defined frequent attenders as a group of patients with yearly contact rates in upper quartiles (7, 8). By asking
the patients about their attendance pattern in the previous year we tried to reduce the bias of excluding non-
attenders from the sample. Although people may not recall exactly the number of their attendances if they were
high, the average number of the consultations in the previous year did not differ significantly from the data
reported from national health statistics office (16). The highest figures reported by the patients can be ascribed to
the fact that due to the health care legislation patients on sick leave have to contact their GP regularly at least
once a month and that the patients regarded also the contacts for parenteral medication for a visit to the GP
office. Since the questionnaires were given to the patients after their visit to the GP, the characteristics
represented in the study sample are representative only the general practice population the patients.

By combining patient and GP characteristic in a single model we succeeded to confirm previously documented
facts about frequent attenders in general practice in our country (7). The connection with lower educational level
was demonstrated once again, frequent attenders were also shown to be patients with more chronic conditions
(5). The findings of other authors (5) on the effects of patient age on the consultation rates was not confirmed in
our study, since we found a younger age groups among frequent attenders. The reason for this may be the fact
that middle aged people often need to visit their GPs for administrative reasons (e.g. sick leave for minor
illnesses). Since our study did not take into account the type of consultation, this hypothesis should be tested in
the future studies.

The study has also showed that frequent attenders are not only frequent users of general practice services, but
also of other health care services (emergency medical care, specialist and hospital services). These findings are
in agreement with the other authors (4, 7). Higher utilisation of specialist and hospital services can be attributed
to lower functional status of frequent attenders (we have found lower level of health related quality of life and
more chronic diseases in the group). It can also be attributed to their reliance on institutional support when they
become sick, since we demonstrated lower self-treatment in the group.

On the other hand, we have not managed to demonstrate any conflict in doctor-patient relationship, even more:
frequent attenders were more satisfied with their GP. This gives the impression that anxiety and depression are
genuine reasons for frequent attendance and not a disguise for communication problems. The mistrust of
frequent attenders measured in terms of patient satisfaction towards GPs expressed in one of the previous studies
(7) was not confirmed. It might be possible that frequent attenders come to the practices more often because they
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are satisfied with the previous visits to the GP and that GP is a source of a social network, a friend with whom
they can discuss health and other every day life issues.

Three doctor related factors influenced frequent attendances. The first is related to years of experience in general
practice, the second reflects poor organisation of practice (no appointment system), and the third is a
consequence of relative isolation of the GP. We could not demonstrate any significant impact of physician job
satisfaction on rates of visits. Although the explained variance in the multivariable model is relatively small, for
our knowledge, this is for the first time such a statistical analysis was performed.

This study gives support to our hypothesis that perceived functional status, including mental well being and
health related quality of life partly explain high attendance rates and should be taken into account besides
demographic, social and clinical characteristics of frequent attenders. In addition, the GP related factors play an
important role and if GPs perceive frequent attenders as a problem education on practice organisation, e.g. how
to organise appointment system might be useful.
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Paper 9/Clanek 9

Patients play an important role in health care policy decisions and their evaluation of care can be used as a tool
for quality improvement.'? Patients can express their views through complaint procedures, through changing
doctors, and by expressing their opinion on the quality of services received.’ Gathering information on patient
satisfaction in a systematic way is often a difficult task and consequently patients are often asked a simple
question to determine satisfaction, such as whether they would recommend their family doctor to their friends.
This question is derived from that used in other industries, and acknowledges that the patient is a customer in a
health care business.’ It is widely accepted that the answer is a valid surrogate of the patient satisfaction score.
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Characteristics including those of the health care system, the patient, the provider, and the provider setting have
previously been studied to assess their impact on levels of patient satisfaction.* Affordability, accessibility,
availability, and equity, have been shown to play an important role in patient satisfaction with the health care
delivery system.’ Older patients, women, patients with lower education, and frequent attenders are usually more
satisfied patients.* Patients tend to be less satisfied with younger physicians.*” The results of studies
investigating differences according to patient sex and age have not yielded consistent findings, but the
interpersonal relationship between doctor and patient seems to play an important role.”” Lower numbers of
patients seen per hour, that is longer consultation times, the use of a personal list system which enables good
communication with the doctor, and the continuity of provider or provider setting are all associated with higher
ratings of patient satisfaction.*>'*!" Solo practices tend to be given higher scores, due to more personal care.*'>"
Patients value the availability of the doctor in urgent situations, the facilities, and the availability of
appointments.' During the consultation, they assess technical tasks, the interpersonal exchange, and the
resources used in care."!

Lower levels of patient satisfaction can lead to changing doctor and sometimes ‘shopping around’ for
doctors.”'>!* Changing doctor for reasons other than moving to another address can thus be seen as a patient’s
complaint about the care provided and used as an indication for quality improvements.'>!¢

This study of patient satisfaction with family practice in Slovenia aimed to describe the level of patient
satisfaction in patients who would highly recommend their general practitioner to their friends compared to
others, and to investigate characteristics of patients, doctors, and practices associated with the answer given to
this question.

Patients and methods

A sample of 36 General Practice clinics in Slovenia was used, stratified according to the sex of the physician (15
male and 21 female physicians), the type of practice (group or solo practice), and location (urban area of 30 000
inhabitants or more, or a rural area). The practices were stratified in this way in order to ensure that they were
representative of the country as a whole. Comparison of the practices in the sample and the data about General
Practitioner clinics gathered was made with national registry data. The sample of practices was found to be
representative of General Practice clinics in Slovenia.'” One general practitioner per location was approached to
participate in the study.

In March 1998, 2160 consecutive adult patients who attended these physicians on a randomly chosen day were
offered a questionnaire in a prepaid envelope to fill in it at home. Patients with reading problems and those with
severe mental illness were not invited to participate (eight cases). The questionnaires were sent to the research
unit by mail. After 14 days, participants were posted a reminder to forward the questionnaire.

A self-administered questionnaire was prepared. This included validated and tested instruments, such as the
EUROPEP questionnaire on patient satisfaction, and the EuroQol 5D instrument for measuring wellbeing and
functional status.The Duke-AD instrument was also included to measure health-related quality of life and the
presence of anxiety and depressive symptoms. '*** Questions on the use of health care services, demographic,
socio-economic and health characteristics, as well as attitudes to and experiences with health services were
included. Patients also selected an answer to the question “I can strongly recommend my general practitioner to
my friends” on a five-point scale from strongly disagree to strongly agree.

The Epi Info statistical package was used for descriptive statistics. Multivariate analysis was performed using the
Statistical Package for the Social Sciences.

Results

Responses from 1809 (84%) patients were used in the final analysis. The mean age of the respondents was 50
years (standard deviation [SD], 15 years). A total of 1158 (64%) respondents were women, and 686 (42%) were
living in cities. Approximately half (47%) attended solo practices, 275 (17%) attended private physicians, and
829 (51%) attended practices with an appointment system.

Of 1793 (83.0%) patients who answered the statement “I can strongly recommend my general practitioner to my
friends” (Table 25), a total of 93.2% agreed or strongly agreed with the statement.

Table 25. Responses to the statement ““I can strongly recommend my family doctor to my friends”.
|Statement | Frequency| Percent|
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Strongly disagree 9 0,5
[Disagree 17] 0,9
|Agree/disagree 97 5.4
Agree 699 39,00
Strongly agree 971 54,2
[Total 1793 100,0

The mean patient satisfaction score on the 23-item satisfaction questionnaire was 86.6 points (SD, 12.4 points).
For the group of patients stating that they strongly agreed with the statement, the patient satisfaction score was
92.4 points, whereas for the group of patients who stated that they agreed, the patient satisfaction score was 81.3
points (P<0.001). Factor analysis revealed three key factors in the satisfaction scale: physician working style,
86.2 points (SD, 13.3 points); practice organisation, 83.0 points (SD, 13.0 points); and phone communication,
90.7 points (SD, 16.3 points). Table 26 reports the correlation coefficients for patient satisfaction scores, these
three factors, and responses to the statement “I can strongly recommend my general practitioner to my friends”.

Table 26. Correlation coefficients of patient satisfaction scores, factors and Responses to the statement “I can
strongly recommend my GP to my friends”.

patient physician practice phone “I can strongly
satisfaction ~ working style organisation communicatio recommend
n my GP to my
friends”
patient satisfaction Pearson 1,000 ,983 514 ,566 ,655
Correlation
Sig. (2-tailed) , ,000 ,000 ,000 ,000
N 1117 1117 1117 1117 1113
physician working style  Pearson 1,000 ,388 479 ,650
Correlation
Sig. (2-tailed) , ,000 ,000 ,000
N 1225 1200 1138 1220
practice organisation Pearson 1,000 ,306 371
Correlation
Sig. (2-tailed) , ,000 ,000
N 1700 1469 1692
phone communication Pearson 1,000 ,266
Correlation
Sig. (2-tailed) , ,000
N 1530 1525
“I can strongly recommend Pearson 1,000
my GP to my friends” Correlation
Sig. (2-tailed) ,
N 1793

Multiple regression analysis was used, with patient demographic and health status variables, along
with practice and family doctor variables as independent variables, and the statement “I can strongly
recommend my general practitioner to my friends” as the dependent variable (Table 27).

Table 27. Multivariable regression model for the statements “I can strongly recommend my family doctor to my
friends” (R = 0,723, R square = 0,522, adjusted R square = 0,515, df =9, F = 73,803, p < 0,001).

Unstandardised| Std{ Standardised 1 Sig|] 95% Confidence
Coefficients Bl Erro Coefficients Interval for B
Beta Lower Upper
Bound Bound
Constant) 2,112 ,163 12,943 ,00! 1,792 2,433
Satisfaction with physician working 2,878E-02) ,001] ,578 19,284 ,000 ,026 ,032
style
Having an emergency home visit -,283 ,058 -,167 -4,875 ,00! -,397 -,169
Satisfied with the organisation of ,215 ,049 ,16]] 4,673 ,0004 ,125 ,304
health care system
[ntends to change the GP in the near -,537 ,128 -,124 -4,19¢ ,00 -, 788 -,28
future
IChanged a GP recently 287,104 ,079 2,715 ,007 ,079 ,494
Higher age of the patient -3,683E-03 ,001] -,088 -2,938 ,003] -,006 -,001
Satisfied with mandatory joining a GP =217 ,087 -,072 -2,502 ,013] -,387 -,047
list
IGP does not think his job has a lot of 4,076E-02) ,014 ,073 2,565 ,011 L0104 ,072
unnecessary tasks
Higher number of the staff 9,285E-04  ,00Q ,085 2,994 ,003] ,000) ,002
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Approximately 51.5% of the variation in the statement “I can strongly recommend my general practitioner to my
friends” was explained by the model overall. Higher agreement with the statement “I can strongly recommend
my general practitioner to my friends” was associated with higher satisfaction with physician working style and
organisation of the health care system, and with the lack of an emergency home visit in the previous year.

Discussion

This study has a number of limitations. Firstly, it uses data reported by patients who attended General Practice
clinics, thus excluding patients who do not use primary care services regularly. Secondly, the study was
completed in a country that is in transition from a social security model to an insurance model of payment for
health care services. Lastly, there is some uncertainty regarding the validity of the question on patient
willingness to recommend one’s own general practitioner. However, the large sample, high response rate, and
the results which are in agreement with findings in other countries support the validity of the current results.'*"

The study confirmed high overall patient satisfaction with general practitioners as evidenced by patient
satisfaction scores, which is in agreement with the findings of other researchers.**'* High levels of satisfaction
with the general practitioner were also demonstrated by patients’ willingness to recommend their general
practitioner to their friends, which was strongly correlated with overall patient satisfaction scores. This suggests
that patient satisfaction with a general practitioner over the previous year plays a considerable role in the
patients’ willingness to recommend the doctor to friends. Considering patients’ health service utilisation style,
demographic and health status data, and practice and family doctors’ characteristics, 51.5% of the total variance
in patients’ willingness to recommend their doctor to their friends could be explained, with almost half of the
variance not accounted for in the analysis conducted. Personality characteristics of patients and doctors may
determine at least part of this unexplained variance and this could be investigated through further research.

The willingness to recommend one’s general practitioner to friends correlates well with patient satisfaction with
the doctor. Given time and financial constraints in analysing services, this simple question can be used as a
surrogate for patient satisfaction in assessing quality of care. However, as with patient complaints, we should
interpret this information with caution.'® Greater benefits can come from exploring negative statements which
direct us to more detailed assessment of patient satisfaction. A comprehensive patient satisfaction questionnaire
provides a more appropriate means for assessing a range of general practice features, including satisfaction with
communication between patient and doctor, and the services provided.
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Details/Podrobnosti

Povprecna vrednost zadovoljstva bolnikov s posamezni zdravnikom je nekoliko nizja od bolnikove odloCenosti,
da ne bo zamenjal svojega zdravnika, kar kaze na to, da so pri ocenjevanju kljub veliki navezanosti na svojega
zdravnika, kriti¢ni do njegovih slabosti. Pri priporocanju zdravnika prijateljem pa so bolj zadrzani (slika 1).

30 | —e— % very satisfied
20 {| —m— % recommend to others
10 4| —&— % no intention to change
0 +——+—+—+—+ ‘ ‘ ‘ F————+—— ‘ ‘ ‘ F—————+—
o] AN < N N~ - [se) N ) N~ (a2} ™0 [s¢] N~ ™ [0} — [(e]
[Sp] ~ N [32] -~ N N ™ < N < ™ N < ~ (3¢} [32] <t

Slika 1. Povprecno Stevilo anketirancev na zdravnika, ki so odgovorili, da so zelo zadovoljni s svojim
zdravnikom in odstotki anketirancev, ki nimajo namena zamenjati svojega zdravnika in odstotek
ankteirancev, ki bi svojega zdravnika priporocili prijateljem.

Figure 1. Mean percentage of respondents per physician who were very satisfied across 23 questions and
percentages of respondents per physician who have any doubt recommending their physician to other patients
and percentages of respondents per physician who do not think to change their physician at all.
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VPRASALNIK
INSTRUMENT

Paper 10: Grol R, Wensing M, Olesen F, Mainz J, Vedstedt P, Szecsenyi J, Klingenberg A,
Bahrs O, Jung HP, Kersnik J. Patients evaluate general/family practice: the EUROPEP
instrument. Nijmegen:Richard Grol and Michel Wensing for the EUROPEP group,
2000:101.

Main results

The questionnaire on patient satisfaction — EUROPEP — proved to be a valid, reliable and feasible
instrument for measuring patient satisfaction with the family practice in Slovenia (Kronbach alpha =
0,9338).

Glavni izsledki

Vprasalnik o zadovoljstvu bolnikov z delom zdravnika druzinske medicine EUROPEP se je izkazal kot veljaven,
zanesljiv in sprejemljiv instrument za merjenje zadovoljstva v slovenski druzinski medicini (Alfa = 0,9338).
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Instrument/Vprasalnik

V tem vprasalniku Vas prosimo, da ocenite kakovost oskrbe, ki ste je bili Vi delezni pri svojem osebnem
zdravniku (izbranem zdravniku) in v ambulanti, ki jo obicajno obiskujete v zadnjih 12 mesecih.

Vse podatke, ki nam jih boste dali, bomo obravnavali zaupno. Ne sprasujemo Vas po Vasem imenu. Ne moremo
se Vam osebno zahvaliti, a se Vam vseeno zahvaljujemo ze vnapre;j.

Prosimo, da se prepricate, ali ste odgovorili na vsa vprasanja in da pri vsakem vpraSanju oznacite samo en
odgovor. Ce se doloc¢eno vprasanje ne nanaSa na Vas, oznacite, prosim, zadnji stolpec (neprimerno/neustrezno).

Pri naslednjih vprasanjih (od 1. do 6. dela) s kljukico(4) oznacite kvadratek ( ), ki najbolj ustreza VaSemu
mnenju, oziroma kako ocenjujete delo Vasega zdravnika in njegovih sodelavcev.

Primer:

Ce menite, da se trditev, da Vam je Vas zdravnik v zadnjih 12 mesecih med obiski pri njem dajal obcutek, da
imate dovolj casa za razlago svojih tezav, prav dobro ujema z Vasimi izkusnjami, boste s kljukico(4) oznacili
kvadratek () v stolpcu pod stevilko 4.

Kaks$no je VaSe mnenje o zdravniku druzinske Zelo
medicine in/ali sploSni ambulanti v zadnjih 12 slabo Odli¢no
mesecih glede na to, ... 1 2 3 4 5

ali Vam je dal obcutek, da imate dovolj ¢asa
1 | med obiskom pri zdravniku?

1. del:

Kaksno je Vase mnenje o zdravniku druZinske Zelo

medicine in/ali splo$ni ambulanti v zadnjih 12 slabo Odli¢no
mesecih glede na to, ... 1 2 3 4 5

1 |ali Vam je dal(a) obCutek, da imate dovolj casa
med obiskom pri zdravniku?

2 | ali se je zanimal(a) za Vase osebne razmere?

3 | ali Vam je olajsal(a), da ste mu/ji povedali o
svojih tezavah?

4 | ali Vas je vkljucil(a) v odlo¢anje o Vasem
zdravljenju?

5 |ali Vas je poslusal(a)?

6 | ali je zaupno ravnal(a) z Vasim zdravstvenim
kartonom in Vasimi osebnimi podatki?
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2. del:
Kaksno je Vase mnenje o zdravniku druZinske Zelo
medicine in/ali sploSni ambulanti v zadnjih 12 slabo QOdli¢no
mesecih glede na to, ... 1 5
ali je poskrbel(a) za hitro olajSanje Vasih tezav
7 | (simptomov)?
8 |ali Vam je pomagal k boljsemu pocutju, tako
da lahko opravljate svoje vsakdanje dejavnosti?
9 | ali je bil natancen?
10 | kako Vas je pregledal?
11 | ali Vam je ponudil moznost preventivnih
ukrepov (tj. sistematski pregled, preventivni
pregled, cepljenje)?
3. del:
Kaksno je VaSe mnenje o zdravniku druZinske Zelo
medicine in/ali sploSni ambulanti v zadnjih 12 slabo Odli¢no
mesecih glede na to, ... 1 5
12 | ali Vam je razlozil(a) namen preiskav in
zdravljenja?
13 | ali Vam je povedal(a), kar ste zeleli vedeti o
svojih simptomih in/ali bolezni?
14 | ali Vam je pomagal(a) premagovati custvene
tezave v zvezi z VaSim zdravstvenim stanjem?
15 |ali Vam je pomagal, da bi razumeli
pomembnost tega, da upostevate njegove/njene
(zdravnikove) nasvete?
4. del:
Kaks$no je VaSe mnenje o zdravniku druzinske Zelo
medicine in/ali splo$ni ambulanti v zadnjih 12 slabo Odli¢no
mesecih glede na to, ... 1 5

16 | alije vedel(a), kaj Vam je naredil(a) ali
povedal(a) med prej$njimi obiski?
17 | ali Vas je pripravil(a) na to, kaj lahko

pri¢akujete od pregleda in zdravljenja pri
specialistu ali v bolni$nici?
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S. del:

Kaksno je Vase mnenje o zdravniku druZinske Zelo

medicine in/ali sploSni ambulanti v zadnjih 12 slabo QOdli¢no
mesecih glede na to, ... 1 2 3 4 5

18 |kako so Vam bili v pomoc¢ ostali sodelavci v
splosni ambulanti (ne zdravnika)?

19 | ali ste dobili termin za pregled ali prisli na
vrsto, tako kot Vam je ustrezalo?

20 | ali ste zlahka dobili telefonsko zvezo z
ambulanto?

21 | ali ste prisli do svojega zdravnika druzinske
medicine po telefonu?

22 | koliko casa ste ¢akali v ¢akalnici?

23 | ali Vam je na razpolago hitra pomo¢ v nujnih
primerih?

6. del:

Nikakor Ne Neza/ Strinjam Mo¢no
sene  strinjam ne proti se se
strinjam se strinjam

24 | Tega zdravnika druzinske medicine
lahko toplo priporocam svojim
prijateljem.

25 | Nikakr$nega razloga nimam, da bi
razmisljal(a) o zamenjavi svojega
zdravnika druzinske medicine.

Analiza zanesljivosti vprasalnika EUROPEP

Analiza zanesljivosti slovenskega prevoda vprasalnika EUROPEP je pokazala, da je zanesljiv instrument za
merjenje zadovoljstva bolnikov z zdravnikom druzinske medicine (Alfa = 0,9338), zato v analizah lahko
uporabljamo skupno oceno zadovoljstva, ki jo izra¢unamo iz odgovorov na posamezna vprasanja [2] (tabela 28).

[(Zvprasanj 1-23) * 100/(5 * 23)] * 1.25 — 25 [2]
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Tabela 28. Analiza zanesljivosti lestvice zadovoljstvo bolnikov z zdravnikom druzinske medicine.
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Lestvica zadovoljstvo bolnikov

Koeficient alfa,
Ce bi izpustili

Skupna
korelacija

vprasanje vprasanja s
skupno oceno
1. ali Vam je dal(a) obcutek, da imate dovolj ¢asa med obiskom pri 9302 ,6622
zdravniku?
2. alise je zanimal(a) za Vase osebne razmere? 9306 6255
3. ali Vam je olajsal(a), da ste mu/ji povedali o svojih tezavah? ,9290 , 7132
4.  ali Vas je vkljucil(a) v odlo¢anje o Vasem zdravljenju? ,9300 ,6564
5. ali Vas je poslusal(a)? 9305 ,6550
6. ali je zaupno ravnal(a) z Vasim zdravstvenim kartonom in VaSimi 9322 5381
osebnimi podatki?
7. ali je poskrbel(a) za hitro olajsanje Vasih tezav (simptomov)? ,9301 ,6731
8. ali Vam je pomagal k boljSemu pocutju, tako da lahko opravljate 9299 ,0914
svoje vsakdanje dejavnosti?
9.  alije bil natancen? ,9287 ,7548
10. kako Vas je pregledal? 9292 , 7198
11. ali Vam je ponudil moznost preventivnih ukrepov (tj. sistematski 9317 ,5656
pregled, preventivni pregled, cepljenje)?
12. ali Vam je razlozil(a) namen preiskav in zdravljenja? ,9293 , 7109
13. ali Vam je povedal(a), kar ste zeleli vedeti o svojih simptomih ,9296 ,7006
in/ali bolezni?
14. ali Vam je pomagal(a) premagovati custvene tezave v zvezi z 9292 ,7039
Vasim zdravstvenim stanjem?
15. ali Vam je pomagal, da bi razumeli pomembnost tega, da 9292 1272
upostevate njegove/njene (zdravnikove) nasvete?
16. ali je vedel(a), kaj Vam je naredil(a) ali povedal(a) med 9297 ,6836
prej$njimi obiski?
17. ali Vas je pripravil(a) na to, kaj lahko pri¢akujete od pregleda in 9294 6960
zdravljenja pri specialistu ali v bolni$nici?
18. kako so Vam bili v pomoc¢ ostali sodelavci v splo§ni ambulanti ,9356 ,3720
(ne zdravnika)?
19. ali ste dobili termin za pregled ali prisli na vrsto, tako kot Vam je 9353 ,4263
ustrezalo?
20. ali ste zlahka dobili telefonsko zvezo z ambulanto? 9335 #4162
21. ali ste prisli do svojega zdravnika druzinske medicine po 9329 4774
telefonu?
22. koliko Casa ste Cakali v ¢akalnici? ,9345 ,4532
23. ali Vam je na razpolago hitra pomo¢ v nujnih primerih? ,9320 ,5331

Stevilo anketirancev = 1117; Stevilo vprasanj = 23
Alfa = 0,9338
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PATIENT SATISFACTION
WITH EMERGENCY MEDICAL SERVICES _
ZADOVOLJSTVO Z NUJNO MEDICINSKO SLUZBO

Paper 11: Kersnik J, Demsar M, Svab I. Development of a questionnaire on patient
satisfaction with emergency medical interventions. Zdrav Vars 2003; 42(3):110-5..

Main results

We found acceptable level of reliability of the questionnaire and relatively high patient satisfaction with EMS.
The satisfaction scores ranged from 38 to 100 points (out of max. 100 possible) mean 88,7.

Glavni izsledki

Zanesljivost vpraSalnika je zadovoljiva. Zadovoljstvo bolnikov z delom nujne medicinske sluzbe je

visoka. Ocene zadovoljstva so bile med 38 do 100 to¢kami (od maksimalno 100 moznih), povprecno
88,7 tock.
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Paper 11/Clanek 11

We have been faced with big changes in organisation of out of hours and emergency services in the last decade
(1-3). Emergency medical care outside the hospitals has developed and is much more able to save patients’ lives
and improving their outcomes by deploying rescue teams outside hospitals. The development of emergency
services had its impact on the workload and organisation of general practice. Prehospital units (unit types: PHE,
1B, 1B plus, 1A) were established in order to make possible intervene on the site of an accident or an emergency
situations or in the primary care institutions. In 1996 Slovenia has adopted new bylaw by which it tried to make
an even access to emergency services. The structure was based on 60 primary health care centres throughout the
country (4).

Different criteria are used to evaluate the quality of service provided in the emergency services. Response time is
usually used as a measure of efficacy of the system organisation, figures on performance of resuscitations and
other emergency treatments are used to evaluate rescue team performance, but patient satisfaction becomes an
increasingly important issue due to the dramatic situations encountered in emergencies. Although a lot of
research has been done on satisfaction with regular primary care services, on satisfaction with out of hours
services and on satisfaction with emergency rooms (3, 5, 6, 7, 8, 9, 10), the satisfaction with the provision of
prehospital emergency medical services is a neglected area of research.

We conducted a study to develop and test a patient questionnaire on patient satisfaction with EMS. We expected
that patient satisfaction with EMS would be high, with some areas which would need improvement.

Methods and participants

The project was conducted in the region of Kranj, where the EMS serves 73.000 population on the area of 453
square kilometres, population density of 161 inhabitants per square kilometre. The majority of the population is
located in the city of Kranj itself, the most distant inhabited place from the health care centre is 35 kilometres
and 45 minutes of normal driving time. An emergency team of a GP trained in emergency medicine and two
paramedics is available by all the times during night and day on the location of primary health care centre Kranj,
which can immediately respond an emergency call. In 1998 mean response time was 7 minutes.

We took a random sample of patients aged 18 years or older, who were according to the EMS files conscious
during the intervention, who have residency in Slovenia, from the emergency records »Protokol nujne
medicinske intervencije« of the patients served by the EMS Kranj in 1998. We checked the rest of the sample
with the national registry of residents to exclude patients who have died in the meantime, thus leaving 337
patients eligible for the study. In March 1999 we sent them a questionnaire developed in the group of EMS and
quality experts using the findings of the research on patient satisfaction with outpatient care (5, 7, 10, 11, 12). In
the accompanying letter we explained the purpose and the anonymity of the survey.

The questionnaire consisted from patient data and questions on the patient evaluations of care during the
emergency intervention. Besides demographic questions we asked them to evaluate the following statements on
a three point Likert (1 = disagree, 2 = neutral, 3 = agree) :
1. How easy did you come through by phone
What was the style of the communication on the phone
Did the dispatcher set enough questions
How fast the rescue team did arrive
What was the attitude of the rescue team
How did the team perform their professional activities
How did the doctor examine you
How was the rescue team equipped
9. How did the rescue team perform during the transportation
10. How did the rescue team explain you the procedures they performed
11. How did the rescue team communicate with you
12. Would you be comfort with this team helping your friend
13. What was your evaluation of the rescue team
14. What was your evaluation of the organisation of emergency calls in this EMS

PN B

We entered the data into the computer and used SPSS for Windows for the analysis. We used t-test and hi-square
as appropriate and reliability and factor analysis to test the questionnaire. The patient satisfaction score was
calculated using the equation of Hearnshaw and Baker (11).
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Results

We have got 239 responses(70,9% response rate). 131 (54,8%) were men and 108 (45,5%) were women. The
age of the patients ranged from 18 to 91 years, mean 52,4 years (sd 17,8 years). 67 (28,0%) patients had primary
education, 143 (59,8%) had secondary education and 27 (11,3%) university education.

Patients stated disease in 109 (45,0%), traffic accidents in 73 (30,5%), other accidents in 39 (16,3%) and other
reasons in 18 (7,5%) cases. EMS was activated by the relatives in 110 (46,0%) cases, by the bystanders in 81
(33,9%) cases, by the others in 31 (13,0%) cases and by the victims themselves in 8 (3,3%) cases. Patients in 9
(3,8%) cases did not know who called EMS. In 75 (31,4%) cases the intervention took place during the night and
in 147 (61,5%) during the day. Surprisingly, for almost half of the EMS patients the studied intervention was not
the first time to call EMS (108; 45,2%).

Tab. 29 reports the patient evaluation of the items of the questionnaire. Mean satisfaction score was 88,7 points,
sd 11,3 points. Three factors using Quartimax rotation method with Kaiser Normalization (efficacy, performance
and communication) explain 57,3% of the variance. First factor (efficacy: How easy did you come through by
phone, What was the style of the communication on the phone, How fast the rescue team did arrive, What was
the attitude of the rescue team, How did the team perform their professional activities, How did the doctor
examine you, How was the rescue team equipped, How did the rescue team perform during the transportation)
explains 30,1% of the variance, second factor (performance: Did the dispatcher set enough questions, Would you
be comfort with this team helping your friend, What was your evaluation of the rescue team, What was your
evaluation of the organisation of emergency calls in this EMS) explains 17,1% of the variance and third factor
(communication: How did the rescue team explain you the procedures they performed, How did the rescue team
communicate with you) 10,0% of the variance.
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Tab. 29. Numbers of patients and percentages of patients evaluating items of the questionnaire on the 3-point
Likert scale.

How would you evaluate following items? 1 % 2 % 3 % | missing %

1. Did you easy come through by phone 0 0 26| 10,9 140 58,6 731 30,5

2. The style of the communication on the 3 1,3 69| 28,9 69| 28,9 98 59,0
phone

3. The number of questions the dispatcher set 3 1,3 6 2,5 103 | 43,1 127 53,1

4.  How fast the rescue team did arrive 11 4,6 67 28,0 145 60,7 16 6,7

5.  The attitude of the rescue team 0 0 65 27,2 153 64,0 21 8.8

6.  The team performance of their professional 1 4 63 26,4 159 66,5 16 6,7
activities

7. The doctor examination of you 7 2,9 83 34,7 125 52,3 24 10,0

8. The equipment of the rescue team 1 4 79 33,1 128 53,6 31 13,0

9. The performance of the rescue team during 0 0 62 25,9 151 63,2 26 10,9
the transportation

10. The explanation of the rescue team to you 116 48,5 44 18,4 79 33,1 0 0
about the procedures they performed

11. The communication of the rescue team 10 42 100 41,8 100 41,8 29 12,1
with you

12. Would you be comfort with this team 5 2,1 21 8,8 213 89,1 0 0
helping your friend

13.  What was your evaluation of the rescue 38 15,9 0 0 192 80,3 9 3,8
team

14.  What was your evaluation of the 42 17,6 0 0 159 66,5 38 15,9
organisation of emergency calls in this
EMS

Reliability of the scale patient satisfaction with EMS intervention is shown in table 30.

Table 30. Reliability of the scale patient satisfaction with EMS intervention.

Item Scale Mean | Scale Corrected | Alpha if
if Item Variance if Item- Total | Item
Deleted Item Deleted | Correlation | Deleted*
1. How easy did you come through by phone 22,3012 13,4569 ,3476 ,8201
2. What was the style of the communication on the phone 22,6386 12,1361 ,5321 ,8072
3. Did the dispatcher set enough questions 22,2771 13,2515 ,4283 ,8164
4.  How fast the rescue team did arrive 22,5181 11,7161 ,6293 ,7993
5.  What was the attitude of the rescue team 22,4578 12,4220 ,5538 ,8069
6.  How did the team perform their professional activities 22,3976 12,9010 4412 ,8144
7. How did the doctor examine you 22,5422 11,6659 ,6675 ,7965
8. How was the rescue team equipped 22,5181 12,3747 ,5295 ,8080
9. How did the rescue team perform during the 22,4096 12,3667 ,6221 ,8034
transportation
10. How did the rescue team explain you the procedures 23,0000 12,0244 ,2652 ,8469
they performed
11. How did the rescue team communicate with you 22,5663 12,3706 4512 ,8135
12. Would you be comfort with this team helping your 22,2289 13,4713 ,6137 ,8154
friend
13.  What was your evaluation of the rescue team 22,2892 12,8422 ,4289 ,8149
14. What was your evaluation of the organisation of 22,3614 12,5995 ,3629 ,8207
emergency calls in this EMS

*Alpha = 8243

Discussion and conclusions

This survey has some limitations. The first problem is the selection bias. Obviously we had to exclude the people
who have died before we could administer the questionnaire. Since the EMS collects the demographic data of the
emergency and accident patients served, so we could use the list of patient records from one of the emergency
centres. As those incidents are usually very severe, many patients die. If we wanted to avoid the inconvenience
such a survey might pose to the relatives of the patients who passed away in the meantime, we had to exclude
them from the sample. Therefore only a part of the original group of patients was eligible for our survey thus
leaving out groups of patients that could have different opinions about our services.

The second problem is the recall bias. Many patients were under stress during the intervention so they were not
able to give any sound evaluation of the care received. The emergencies and accidents happen all over the
country outside health care facilities making tracking the patients even more difficult. Nevertheless, bearing this
limitations in mind, we still feel that the results give us valuable information about the satisfaction with the
emergency services.
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The survey also has some strong points. For our knowledge this is the first attempt to evaluate prehospital
emergency services and the first one evaluating primary care centre based prehospital services. We also managed
to get a good response rate (70,9%) for a postal questionnaire which allows to make sound conclusions (13).
Many researchers used direct handing out of the questionnaires to enhance the response rate which was not
possible in our case as majority of patients were admitted to the hospitals in bad conditions. Also high
percentage of responses to individual items with exception of the items regarding first contact with EMS by
telephone show feasibility of the instrument.

The items of the questionnaire form a scale with high reliability which allows calculation of a total satisfaction
score from the items of the questionnaire.

The overall message is a positive one: the patient satisfaction score was surprisingly high (88,7 points), which is
comparable to the satisfaction level with the general practice in our country, which was reported to be 86,4
points (14).

The majority of patients gave high scores for individual items of the questionnaire with the highest rating of the
item “Would you be comfort with this team helping your friend”. The reverse was observed with the item “How
did the rescue team explain the procedures they performed to the patient”. Also the item “How did the rescue
team communicate with you” was not so favourable as the others. These findings show us the importance of
communication skills even in the situations were technical skill are of utmost importance and time constrains do
not allow a lot of patient involvement.

There is no training in communication with the patient for the physicians working in emergency services. We
therefore believe that future training of rescue teams will improve the satisfaction.

We have also observed difficulties with the items regarding first contact with EMS by telephone. Almost 60% of
the patients were not able to communicate their experiences with this part of the services which can be explained
by the finding that in majority of cases other persons were involved in calling EMS. As first contact with EMS is
important for the intervention as a whole future research should answer the questions how to incorporate the
views of relatives and bystanders in quality assessment and how to deal with missing data from the EMS patient
surveys.

Our instrument is a valid and feasible instrument for use in patient evaluations of EMS and should be validated
in a multicentre research.
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PATIENT SATISFACTION WITH EMERGENCY ROOM
ZADOVOLJSTVO Z DEZURNO SLUZBO

Paper 12: Kersnik J, Gantar — Zura L. A questionnaire for measuring patient satisfaction
with primary care emergency room services. (poslano v tisk).

Main results

The questionnaire for measuring patient satisfaction with primary care
emergency room services is reliable, valid and feasible instrument
(Cronbach Alpha = 0,93). Mean satisfaction was 71,9 points.

Glavni izsledki
Vprasalnik za merjenje zadovoljstva se je izkazal kot zanesljiv, veljaven in sprejemljiv instrument za merjenje

zadovoljstva v ambulantah nujne medicinske pomoci (Kronbachova alfa = 0,93). Skupna ocena zadovoljstva
bolnikov v ANMP je bila 71,9 odstotnih tock.
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Paper 12/Clanek 12

Celotna zdravstvena dejavnost se odvija zaradi bolnikov, zato je zelo pomembno njihovo mnenje o kakovosti
zdravstvene sluzbe in tudi zdravnika kot nosilca. Zadovoljstvo je uporabnikovo dojemanje lastne izkusnje s
celotno zdravstveno oskrbo in sicer posamezni postopki, posamezni izvajalci, zdravstvena ustanova v celoti ter
sistem zdravstvenega varstva. Z zacetkom vpletanja trznih nacel Zeli uveljaviti zdravstvena politika veéjo
konkurenco med izvajalci, kar seveda vodi k ve¢ji kakovosti. Bolniki imajo moznost odlocanja in se tako vedno
odlocijo za kakovostnejSe izvajalce ter s tem posredno izrinejo s trziS¢a manj kakovostne. Prav zaradi tega je
bolnikovo mnenje zelo pomembno in ga je potrebno vkljuciti v odlo¢anje o kakovosti. Konéni izid oskrbe je med

drugim tudi zadovoljen bolnik, ki kaze v kak§nem delu so uresnicene Zelje in potrebe bolnikov.

Za izvajalce zdravstvene storitve pa predstavlja bolnikovo mnenje pomembno sredstvo za nacrtovanje sprememb
in izboljSav (1). Zadovoljni bolniki bolje sodelujejo pri zdravljenju in s tem prispevajo k boljsim klini¢nim
izidom, k boljsemu zdravstvenemu stanju in k boljsi urejenosti kroniéne bolezni. Prav zaradi tega koncnega
rezultata lahko zadovoljstvo bolnikov uporabljamo kot merilo kakovosti dela zdravnika.

Zadovoljstvo lahko opazujemo posredno in neposredno (2). Posredno s tem, da analiziramo $tevilo obiskov pri
posameznem zdravniku, pritozbe, zamenjave osebnega zdravnika ipd. Neposredno pa zadovoljstvo ocenjujmo z
vprasalniki o zadovoljstvu. Taksne raziskave zadovoljstva nam lahko sluzijo za oceno kakovosti.

V Sloveniji se je Ze moc¢no uveljavil EUROPEP vprasalnik za merjenje zadovoljstva bolnikov z delom zdravnika
druzinske medicine (3). Tudi zadovoljstvo bolnikov z delom nujne medicinske sluzbe je bilo ze izmerjeno (4).
EUROPEP vprasalnika v originalni obliki zaradi njegove lastnosti, da meri zadovoljstvo skozi daljsi ¢as (12
mesecev) ne moremo enostavni prenesti na podro¢je dela ambulant za nujno medicinsko pomoc¢, kjer so stiki
bolnika z ambulanto oz. zdravnikom praviloma samo po enkrat. Ker drugega ustreznega instrumenta za merjenje
zadovoljstva bolnikov z ANMP v Sloveniji ni, sva se odloCila, da izdelava vprasalnik, primeren za merjenje
zadovoljstva v ANMP in izmeriva zadovoljstvo bolnikov z delom ANMP v ZD Kranj. Pri¢akovala sva, da so
bolniki z delom ambulante NMP zelo zadovoljni in da bi veéina izbrala svojega osebnega zdravnika med
dezurnimi zdravniki ambulante NMP v Kranju.

Preiskovanci in metode

Uporabila sva metodo anketiranja bolnikov po obisku v ANMP. Anketo sva po posti poslala 350 zaporednim
bolnikom, starim 18 let in vec, ki so obiskali ambulanto NMP Kranj od 01. 03. 2002 do 17.03.2002. Izkljucila
sva bolnike, pri katerih je bil opravljen hi$ni obisk ali intervencija na terenu, ker gre pri tem za drugacen tip stika
bolnika in zdravstvene sluzbe.

Pripravila sva vpraSalnik, ki temelji na mednarodno preverjenem vprasalniku za merjenje zadovoljstva
EUROPEP (3) in dodala nekaj vpraSanj, specificnih za delo ANMP (Tabela 1). Anketiranci so postavljene
trditve ocenjevali z ocenami od 1 do 5, pri ¢emer je 1 pomenila zelo slabo, 5 pa odlicno. Vprasalnik je bil
anonimen.

Vprasalnike sva (LGZ) poslala po posti 14 dni po zadnjem obisku v ANMP. Skupaj z vprasalnikom so dobili
pismo, v katerem je bila raziskava razlozena ter frankirano in naslovljeno pisemsko ovojnico. Po dveh mesecih
sva (LGZ) jim poslala pismo z zahvalo za sodelovanje in obvestilom, da naj vprasalnik izpolnijo, ¢e tega Se niso
storili.

Analiza odgovorjenih anket je bila narejena s pomocjo racunalniSkega programa SPSS. Uporabila sva hi-kvadrat
in t-test glede na naravo spremenljivk, za izracun zanesljivosti lestvice sva uporabila test za izracun zanesljivosti
v programu SPSS, Zadovoljstvo sva izrac¢unala po enacbi, ki jo je predlagal Baker in omogoca razprsitev
rezultatov na lestvici od 0 do 100 odstotnih tock (5).

Rezultati

Od 350 anket je bilo vrnjenih pravilno izpolnjenih 121 (35%). 14 (4%) anket je prislo nazaj neizpolnjenih, eno
anketo so poslali svojci nazaj in dopisali, da je anketiranec med tem ¢asom umrl, trije pa so odpisali, da ne zelijo
sodelovati in pri tem niso navedli razloga za nesodelovanje.
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Med anketiranci, ki so vrnili vprasalnike, je bilo 74 (61%) zensk in 47 (39%) moskih. Najnizja starost je
bila 18 let, najviSja pa 88 let. Povprecna starost je bila 49,0 let (standardna deviacija =16,7).

Med anketiranimi je imelo nedokoncano osnovnosolsko izobrazbo 5 (4 %) anketirancev, 22 (18 %) koncano
osnovno $olo, poklicno 26 (22 %), srednjo in visoko pa 66 (56 %). Kot vzrok obiska ANMP so anketiranci v 53
(43%) primerih navedli, da osebni zdravnik ni imel odprte ambulante, v 18 (15%) primerih so zboleli dopoldne,
osebni zdravnik pa je imel ambulanto odprto popoldne, 20 (17%) jih je zbolelo popoldne, zdravnik pa je imel
odprto ambulanto dopoldne, 27 (23%) pa jih je zbolelo pono¢i (iste noci, kot so obiskali ANMP). V letu 2001 so
opravili od 0 do 7 obiskov v ANMP, v povprecju 1,7 obiska. Svojega zdravnika pa so v letu 2001 obiskali od 0-
do 30-krat, v povprecju 5,1-krat.

Najve¢ bolnikov je ¢akalo po 30 minut, povpreéni ¢as Cakanja je bil 49,5 min (standardna deviacija = 50,7
minut).

Tabela 1 prikazuje ocene posamezne zadovoljstva po posameznih vprasanjih.

Zanesljivost lestvice zadovoljstvo bolnikov z dezurno ambulanto je visoka (Krombachova alfa = 0,93). Tako je
izraGunano skupno zadovoljstvo z ANMP v ZD Kranj od 23,7 do 100,0 odstotnih tock, povpre¢no 71,9
(standardna deviacija 16,5).

Bolniki bi med zdravniki v ANMP le-tega izbralo za svojega zdravnika 89 (75%) anketirancev, 7 (5%) ne bi
izbralo zdravnika iz ANMP, 22 (18 %) pa se jih ni moglo odlo¢ilo ne za in ne proti. 40 bolnikov bi se za ta korak
odlocilo brez zadrzkov. Njihovo skupno zadovoljstvo je veliko vecje v primerjavi z ostalimi obiskovalci ANMP
(82,3 tocke v primerjavi s 65,5 tockami; p<0,001).

Razlike v zadovoljstvu po spolu, starosti in stopnji izobrazbe ali zaradi prisotnosti druge osebe (medicinske
sestre oz. zdravstvenega tehnika) v ambulanti niso bile statistino znadilne. Cas ¢akanja negativno vpliva na
stopnjo zadovoljstva (regresijska enacba = 76,9 — [€as ¢akanja v minutah] X 0,1; p = 0,001), medtem ko $tevilo
obiskov v ambulanti osebnega zdravnika ali v ANMP ne vplivata na stopnjo zadovoljstva z ANMP.
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Tab. 1. Odstotki bolnikov, ki so na doloceno trditev dali oceno od 1 do 5.
Tab. 1. Percentages of the respondents, who answered a statement with a sore from 1 to 5.

Kaksno je vaSe mnenje o dezurni ambulanti glede na to, 1 2 3 4 5 Povpre¢na

What is your opinion about the emergency room services ocena

regarding... Average
score

Kaksen je dostop do dezurne ambulante? 13,3 142 20,8 31,7 200 3,31

The access to the facility?

Kako ste se pocutili v ¢akalnici’ 19,0 248 28,1 24,8 3,3 2,69

How did you feel in the waiting room?

Kako je urejena ordinacija v dezurni ambulanti? 5,8 7,5 333 45,8 58 3,42

The amenities of the emergency room?

Kako so vas sprejele sestre? 2,5 4,1 22,3 44,6 264 3,88

The reception by the nurs(es)?

Kako vas je sprejel zdravnik? 2,5 1,7 6,7 41,2 479 4,30

The reception of the doctor?

Koliko zasebnosti ste imeli ob pregledu pri zdravniku? 9,2 18,3 22,5 29,2 20,8 3,43

The privacy during the consultation with the doctor?

Kako vas je pregledal zdravnik? 0,8 5,0 5,8 42,1 46,3 428

How the doctor examined you?

Kako vam je zdravnik razlozil nadaljne postopke in podal 1,7 2,5 9,9 38,0 479 428

navodila za zdravljenje?

The doctor’s explanation of further measures and his/her

explanation of treatment?

Koliko ¢asa ste porabili za obisk v dezurni ambulanti? 4.4 11,4 342 33,3 16,7 3,47

The time you had to spend in the emergency room?

Ali vam je dal obcutek, da imate dovolj ¢asa za opis svojih 1,7 5,9 16.1 45,8 30,5 3,98

tezav?

How the doctor gave you the feeling, you had enough time

to eplain your problems?

Ali vas je vkljucil(a) v odlo¢anje o vaSem zdravljenju in 3.4 2,5 224 440 27,6 3,90

posegih, katere so izvedli?

How he involved you in decisions about your treatment and

interventions, he provided?

Ali vas je poslusal(a)? 0,8 2,5 10,9 429 429 424

How the doctor listened to you?

Ali je poskrbel(a) za hitro olajSanje vasih tezav in /ali 1,7 0 10,9 43,7 43,77 4,28

bolecin?

Quick removal of your problems/pains?

Ali vam je pomagal k boljsemu pocutju? 0,8 2,5 10,2 449 41,5 424

Helped you to feel better?

Ali je bil natanc¢en? 0,9 43 10,3 32,5 52,1 431

Thoroughness?

Kako vas je pregledal? 1,7 1,7 12,9 36,2 474 426

How he examined you?

Ali vam je razlozil (a) namen preiskav in zdravljenja? 0,9 6,1 19,1 34,8 39,1 4,05

How he explained you the purpose of the tests and

treatment?

Ali vam je povedal(a) kar ste Zzeleli vedeti o svojih 2,5 5,9 134 454 328 4,00

simptomih in/ali bolezni?

Doctors explanation about your simptoms or illnesses?

Ali vam je pomagal, da bi razumeli pomembnost tega, da 3,4 2,5 11,9 47,5 34,7 4,08

upostevate njegove/njene(zdravnikove) nasvete?
How the doctor helped you in understanding the importance
of following his/her advice(s)?

Razprava

Zadovoljstvo bolnikov v ANMP je tezko meriti, saj gre za heterogena opravila od nujnih intervencij na terenu,
nujnih hi$nih obiskov zdravnika, svetovanja po telefonu, do obiskov bolnikov v ambulanti. Poleg tega na
organizacijo dela mocno vplivajo lokalno obarvani pogoji dela in navade izvajalcev ter bolnikov. Vprasanja se
nanasajo na dostop in pocutje v ¢akalnici, na delo sester v ANMP in na delo zdravnika v ANMP. Vprasanja sva
sestavila na podlagi objavljenih vprasalnikov o zadovoljstvu bolnikov z zdravnikom druzinske medicine in jih
dopolnila z relevantnimi vprasanji, ki sva jih preverila v ozji skupini strokovnjakov s tega podrocja (3, 5, 6).

Kljub pisnemu opomniku, je bilo vrnjenih le 121 anket, kar je 35%, kar nekoliko omejuje moznosti
posplo$evanja dobljenih rezultatov. V primerjavi z nalogo o zadovoljstvu bolnikov v ambulanti pri zdravniku
druzinske medicine v isti zdravstveni ustanovi, kjer je bilo vrnjenih 65 % vprasalnikov (7), je bil odziv na anketo
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v tem primeru veliko slabsi. Razlogov za to je verjetno ve¢. V naSem primeru smo vprasalnike razposlali po
posti, v omenjeni raziskavi pa je bil bolniku dan osebno v roke. S tem, ko je bolnik le-tega dobil osebno, mu je
osebni zdravnik poudaril pomen in potrebnost ter pomembnost tega vprasalnika. Poleg tega so bolniki navezani
na svojega zdravnika in mu Zelijo pomagati, tako kot on njim v vseh tezavah in boleznih. V. ANMP pa opravljajo
delo razli¢ni zdravniki, nanj bolniki niso navezani, poleg tega pa ti ob svojem strokovnem delu opravljajo tudi
administrativne naloge, saj so dolzni bolnike opozarjati, da bi morali oditi k svojemu zdravniku in jim zaradi
neupravicene uporabe ANMP obcasno za storitev izstavijo racun (npr nenujni recepti, napotnice ipd). Za vecjo
veljavnost podatkov bo potrebno raziskavo ponoviti na nacionalnem vzorcu in uporabiti dodatne motivacijske
ukrepe za vecji odziv bolnikov.

Majhen vzorec in nizek odstotek odgovorov opozarjajo na previdnost pri posplosevanju rezultatov, prav tako
populacija bolnikov iz kranjskega okolja prepreCuje moznost posploSevanja na celotno slovensko populacijo
obiskovalcev dezurnih ambulant.

Po drugi strani pa je uspelo oblikovati vprasalnik, s katerim je mo¢ z veliko zanesljivostjo izmeriti stopnjo
zadovoljstva z delom ANMP.

Bolniki, ki so odgovorili na anketo, so z delom v ANMP zadovoljni. Zal ne vemo, ali je zadovoljstvo tistih, ki na
anketo niso odgovorili, enako. Odgovor na anketo je bil zelo majhen, kar kaze na bolnikovo nevezanost in
neodvisnost od ANMP. Bolniki so v ANMP prikrajSani za intimnost, o tezavah lahko govorijo le kratek cas,
vmes pa jih lahko zmoti nujen klic in odhod na teren, tako da je njihova obravnava zakljuCena na hitro in brez
pravih pojasnil ter zakljuckov. Poleg tega dajejo dezurni zdravniki veliko nasvetov po telefonu, ki prav tako
motijo potek obravnave bolnika pri dezurnem zdravniku. O tem govori tudi izjemno dolg povprecni ¢as ¢akanja
na pregled, ki je enak ¢akanju na pregled pri zdravniku brez naro¢anja in obéutno daljsi kot pri zdravnikih, ki
narocajo na pregled in seveda tudi daljsi od za bolnike sprejemljivega Casa ¢akanja, ki je 35,6 minute (7).

V raziskavi o zadovoljstvu z osebnim zdravnikom v ZD Kranj je le-to znaSalo 83,7 to¢k (7), medtem ko je v
ANMP Kranj 71,9 tock. Zadovoljstvo je manjSe na racun manjSega zadovoljstva s prostori in opremljenostjo.
Bolniki so tudi manj vezani in manj odvisni od zdravnika v. ANMP, kot so od svojega zdravnika druzinske
medicine, saj ga obiscejo le e njegov osebni zdravnik ni dosegljiv. Verjetno ga vecina tudi primerja s svojim
osebnim zdravnikom. Poleg tega morajo tu storitev, ki ni nujna placati. V¢asih pa njihov obisk spremlja pridiga,
da bi s problemom lahko pocakali in obiskali osebnega zdravnika. Dodatni razlog za nizje zadovoljstvo je lahko
tudi moznost, da dezurnega zdravnika obiskujejo bolniki, ki na splo$no niso zadovoljni z zdravstveno sluzbo in
mogoce tudi manj zadovoljni z zdravnikom druzinske medicine in zato i§¢ejo pomo¢ v ANMP.

Sklepi

S to raziskavo sva ugotovila, da je odziv na anketo o zadovoljstvu v ANMP manjsi kot pa v ambulantah splosne
medicine. Zdravniki v ANMP predstavljajo samo nadomestilo bolnikovega osebnega zdravnika. Anketiranci so z
delom ANMP zadovoljni. Velika vecina bi izbrala svojega osebnega zdravnika med dezurnimi zdravniki,kar
kaze na zadovoljne bolnike. Bolj se moramo posvetiti zacetku stika z ANMP, tj. —Cakalnici, sprejemu bolnikov
in pojasnilu vzrokov za daljSe ¢akanje.

Vprasalnik o zadovoljstvu bolnikov z delom ANMP je zanesljiv instrument, ki ga je moc uporabljati za
ocenjevanje kakovosti dela. Potrebno bi bilo izvesti raziskavo na nacionalnem vzorcu bolnikov.
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PATIENT SATISFACTION WITH EMERGENCY ROOM
ZADOVOLJSTVO Z DEZURNO SLUZBO

Paper 12: Kersnik J, Gantar — Zura L. A questionnaire for measuring patient satisfaction
with primary care emergency room services. (poslano v tisk).

Main results

The questionnaire for measuring patient satisfaction with primary care
emergency room services is reliable, valid and feasible instrument
(Cronbach Alpha = 0,93). Mean satisfaction was 71,9 points.

Glavni izsledki

Vprasalnik za merjenje zadovoljstva se je izkazal kot zanesljiv, veljaven in sprejemljiv instrument za merjenje
zadovoljstva v ambulantah nujne medicinske pomoci (Kronbachova alfa = 0,93). Skupna ocena zadovoljstva
bolnikov v ANMP je bila 71,9 odstotnih tock.

Paper 12/Clanek 12

Celotna zdravstvena dejavnost se odvija zaradi bolnikov, zato je zelo pomembno njihovo mnenje o kakovosti
zdravstvene sluzbe in tudi zdravnika kot nosilca. Zadovoljstvo je uporabnikovo dojemanje lastne izkusnje s
celotno zdravstveno oskrbo in sicer posamezni postopki, posamezni izvajalci, zdravstvena ustanova v celoti ter
sistem zdravstvenega varstva. Z zacetkom vpletanja trznih nacel zeli uveljaviti zdravstvena politika vecjo
konkurenco med izvajalci, kar seveda vodi k vecji kakovosti. Bolniki imajo moznost odlo¢anja in se tako vedno
odlocijo za kakovostnejSe izvajalce ter s tem posredno izrinejo s trzis¢a manj kakovostne. Prav zaradi tega je
bolnikovo mnenje zelo pomembno in ga je potrebno vkljuciti v odlocanje o kakovosti. Konéni izid oskrbe je med
drugim tudi zadovoljen bolnik, ki kaze v kaksnem delu so uresnicene Zelje in potrebe bolnikov.

Za izvajalce zdravstvene storitve pa predstavlja bolnikovo mnenje pomembno sredstvo za nacrtovanje sprememb
in izboljSav (1). Zadovoljni bolniki bolje sodelujejo pri zdravljenju in s tem prispevajo k boljsim kliniénim
izidom, k boljSemu zdravstvenemu stanju in k boljsi urejenosti kroni¢ne bolezni. Prav zaradi tega koncnega
rezultata lahko zadovoljstvo bolnikov uporabljamo kot merilo kakovosti dela zdravnika.

Zadovoljstvo lahko opazujemo posredno in neposredno (2). Posredno s tem, da analiziramo $tevilo obiskov pri
posameznem zdravniku, pritozbe, zamenjave osebnega zdravnika ipd. Neposredno pa zadovoljstvo ocenjujmo z
vprasalniki o zadovoljstvu. Taksne raziskave zadovoljstva nam lahko sluzijo za oceno kakovosti.

V Sloveniji se je Ze moc¢no uveljavil EUROPEP vprasalnik za merjenje zadovoljstva bolnikov z delom zdravnika
druzinske medicine (3). Tudi zadovoljstvo bolnikov z delom nujne medicinske sluzbe je bilo ze izmerjeno (4).
EUROPEP vprasalnika v originalni obliki zaradi njegove lastnosti, da meri zadovoljstvo skozi daljsi ¢as (12
mesecev) ne moremo enostavni prenesti na podrocje dela ambulant za nujno medicinsko pomo¢, kjer so stiki
bolnika z ambulanto oz. zdravnikom praviloma samo po enkrat. Ker drugega ustreznega instrumenta za merjenje
zadovoljstva bolnikov z ANMP v Sloveniji ni, sva se odlo€ila, da izdelava vprasalnik, primeren za merjenje
zadovoljstva v ANMP in izmeriva zadovoljstvo bolnikov z delom ANMP v ZD Kranj. Pri¢akovala sva, da so
bolniki z delom ambulante NMP zelo zadovoljni in da bi vecina izbrala svojega osebnega zdravnika med
dezurnimi zdravniki ambulante NMP v Kranju.

Preiskovanci in metode

Uporabila sva metodo anketiranja bolnikov po obisku v ANMP. Anketo sva po posti poslala 350 zaporednim
bolnikom, starim 18 let in vec, ki so obiskali ambulanto NMP Kranj od 01. 03. 2002 do 17.03.2002. Izkljucila
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sva bolnike, pri katerih je bil opravljen hi$ni obisk ali intervencija na terenu, ker gre pri tem za drugacen tip stika
bolnika in zdravstvene sluzbe.

Pripravila sva vpraSalnik, ki temelji na mednarodno preverjenem vprasalniku za merjenje zadovoljstva
EUROPEP (3) in dodala nekaj vpraSanj, specificnih za delo ANMP (Tabela 1). Anketiranci so postavljene
trditve ocenjevali z ocenami od 1 do 5, pri ¢emer je 1 pomenila zelo slabo, 5 pa odli¢no. Vprasalnik je bil
anonimen.

Vprasalnike sva (LGZ) poslala po posti 14 dni po zadnjem obisku v ANMP. Skupaj z vprasalnikom so dobili
pismo, v katerem je bila raziskava razlozena ter frankirano in naslovljeno pisemsko ovojnico. Po dveh mesecih
sva (LGZ) jim poslala pismo z zahvalo za sodelovanje in obvestilom, da naj vprasalnik izpolnijo, ¢e tega Se niso
storili.

Analiza odgovorjenih anket je bila narejena s pomocjo racunalniSkega programa SPSS. Uporabila sva hi-kvadrat
in t-test glede na naravo spremenljivk, za izracun zanesljivosti lestvice sva uporabila test za izracun zanesljivosti
v programu SPSS, Zadovoljstvo sva izracunala po enacbi, ki jo je predlagal Baker in omogoca razprsitev
rezultatov na lestvici od 0 do 100 odstotnih tock (5).

Rezultati

Od 350 anket je bilo vrnjenih pravilno izpolnjenih 121 (35%). 14 (4%) anket je prislo nazaj neizpolnjenih, eno
anketo so poslali svojci nazaj in dopisali, da je anketiranec med tem ¢asom umrl, trije pa so odpisali, da ne zelijo
sodelovati in pri tem niso navedli razloga za nesodelovanje.

Med anketiranci, ki so vrnili vpra8alnike, je bilo 74 (61%) Zensk in 47 (39%) mos&kih. NajniZja starost je
bila 18 let, najviSja pa 88 let. Povprecna starost je bila 49,0 let (standardna deviacija =16,7).

Med anketiranimi je imelo nedokoncano osnovnoSolsko izobrazbo 5 (4 %) anketirancev, 22 (18 %) koncano
osnovno $olo, poklicno 26 (22 %), srednjo in visoko pa 66 (56 %). Kot vzrok obiska ANMP so anketiranci v 53
(43%) primerih navedli, da osebni zdravnik ni imel odprte ambulante, v 18 (15%) primerih so zboleli dopoldne,
osebni zdravnik pa je imel ambulanto odprto popoldne, 20 (17%) jih je zbolelo popoldne, zdravnik pa je imel
odprto ambulanto dopoldne, 27 (23%) pa jih je zbolelo ponoci (iste noci, kot so obiskali ANMP). V letu 2001 so
opravili od 0 do 7 obiskov v ANMP, v povpre¢ju 1,7 obiska. Svojega zdravnika pa so v letu 2001 obiskali od 0-
do 30-krat, v povprecju 5,1-krat.

Najve¢ bolnikov je ¢akalo po 30 minut, povprecni Cas Cakanja je bil 49,5 min (standardna deviacija = 50,7
minut).

Tabela 1 prikazuje ocene posamezne zadovoljstva po posameznih vpraSanjih.

Zanesljivost lestvice zadovoljstvo bolnikov z dezurno ambulanto je visoka (Krombachova alfa = 0,93). Tako je
izraGunano skupno zadovoljstvo z ANMP v ZD Kranj od 23,7 do 100,0 odstotnih to¢k, povpre¢no 71,9
(standardna deviacija 16,5).

Bolniki bi med zdravniki v ANMP le-tega izbralo za svojega zdravnika 89 (75%) anketirancev, 7 (5%) ne bi
izbralo zdravnika iz ANMP, 22 (18 %) pa se jih ni moglo odloc¢ilo ne za in ne proti. 40 bolnikov bi se za ta korak
odlo¢ilo brez zadrzkov. Njihovo skupno zadovoljstvo je veliko vecje v primerjavi z ostalimi obiskovalci ANMP
(82,3 tocke v primerjavi s 65,5 tockami; p<0,001).

Razlike v zadovoljstvu po spolu, starosti in stopnji izobrazbe ali zaradi prisotnosti druge osebe (medicinske
sestre oz. zdravstvenega tehnika) v ambulanti niso bile statistino znailne. Cas ¢akanja negativno vpliva na
stopnjo zadovoljstva (regresijska enacba = 76,9 — [Cas cakanja v minutah] X 0,1; p = 0,001), medtem ko $tevilo
obiskov v ambulanti osebnega zdravnika ali v ANMP ne vplivata na stopnjo zadovoljstva z ANMP.
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Tab. 1. Odstotki bolnikov, ki so na doloceno trditev dali oceno od 1 do 5.
Tab. 1. Percentages of the respondents, who answered a statement with a sore from 1 to 5.

Kaksno je vaSe mnenje o dezurni ambulanti glede na to, 1 2 3 4 5 Povpre¢na

What is your opinion about the emergency room services ocena

regarding... Average
score

Kaksen je dostop do dezurne ambulante? 13,3 142 20,8 31,7 200 3,31

The access to the facility?

Kako ste se pocutili v ¢akalnici’ 19,0 248 28,1 24,8 3,3 2,69

How did you feel in the waiting room?

Kako je urejena ordinacija v dezurni ambulanti? 5,8 7,5 333 45,8 58 3,42

The amenities of the emergency room?

Kako so vas sprejele sestre? 2,5 4,1 22,3 44,6 264 3,88

The reception by the nurs(es)?

Kako vas je sprejel zdravnik? 2,5 1,7 6,7 41,2 479 4,30

The reception of the doctor?

Koliko zasebnosti ste imeli ob pregledu pri zdravniku? 9,2 18,3 22,5 29,2 20,8 3,43

The privacy during the consultation with the doctor?

Kako vas je pregledal zdravnik? 0,8 5,0 5,8 42,1 46,3 428

How the doctor examined you?

Kako vam je zdravnik razlozil nadaljne postopke in podal 1,7 2,5 9,9 38,0 479 428

navodila za zdravljenje?

The doctor’s explanation of further measures and his/her

explanation of treatment?

Koliko ¢asa ste porabili za obisk v dezurni ambulanti? 4.4 11,4 342 33,3 16,7 3,47

The time you had to spend in the emergency room?

Ali vam je dal obcutek, da imate dovolj ¢asa za opis svojih 1,7 5,9 16.1 45,8 30,5 3,98

tezav?

How the doctor gave you the feeling, you had enough time

to eplain your problems?

Ali vas je vkljucil(a) v odlo¢anje o vaSem zdravljenju in 3.4 2,5 224 440 27,6 3,90

posegih, katere so izvedli?

How he involved you in decisions about your treatment and

interventions, he provided?

Ali vas je poslusal(a)? 0,8 2,5 10,9 429 429 424

How the doctor listened to you?

Ali je poskrbel(a) za hitro olajSanje vasih tezav in /ali 1,7 0 10,9 43,7 43,77 4,28

bolecin?

Quick removal of your problems/pains?

Ali vam je pomagal k boljsemu pocutju? 0,8 2,5 10,2 449 41,5 424

Helped you to feel better?

Ali je bil natanc¢en? 0,9 43 10,3 32,5 52,1 431

Thoroughness?

Kako vas je pregledal? 1,7 1,7 12,9 36,2 474 426

How he examined you?

Ali vam je razlozil (a) namen preiskav in zdravljenja? 0,9 6,1 19,1 34,8 39,1 4,05

How he explained you the purpose of the tests and

treatment?

Ali vam je povedal(a) kar ste Zzeleli vedeti o svojih 2,5 5,9 134 454 328 4,00

simptomih in/ali bolezni?

Doctors explanation about your simptoms or illnesses?

Ali vam je pomagal, da bi razumeli pomembnost tega, da 3,4 2,5 11,9 47,5 34,7 4,08

upostevate njegove/njene(zdravnikove) nasvete?
How the doctor helped you in understanding the importance
of following his/her advice(s)?

Razprava

Zadovoljstvo bolnikov v ANMP je tezko meriti, saj gre za heterogena opravila od nujnih intervencij na terenu,
nujnih hi$nih obiskov zdravnika, svetovanja po telefonu, do obiskov bolnikov v ambulanti. Poleg tega na
organizacijo dela mocno vplivajo lokalno obarvani pogoji dela in navade izvajalcev ter bolnikov. Vprasanja se
nanasajo na dostop in pocutje v ¢akalnici, na delo sester v ANMP in na delo zdravnika v ANMP. Vprasanja sva
sestavila na podlagi objavljenih vprasalnikov o zadovoljstvu bolnikov z zdravnikom druzinske medicine in jih
dopolnila z relevantnimi vprasanji, ki sva jih preverila v ozji skupini strokovnjakov s tega podrocja (3, 5, 6).

Kljub pisnemu opomniku, je bilo vrnjenih le 121 anket, kar je 35%, kar nekoliko omejuje moznosti
posplo$evanja dobljenih rezultatov. V primerjavi z nalogo o zadovoljstvu bolnikov v ambulanti pri zdravniku
druzinske medicine v isti zdravstveni ustanovi, kjer je bilo vrnjenih 65 % vprasalnikov (7), je bil odziv na anketo

- 05 -



BOLNIK V SLOVENKSEM ZDRAVSTVU

v tem primeru veliko slabsi. Razlogov za to je verjetno ve¢. V naSem primeru smo vprasalnike razposlali po
posti, v omenjeni raziskavi pa je bil bolniku dan osebno v roke. S tem, ko je bolnik le-tega dobil osebno, mu je
osebni zdravnik poudaril pomen in potrebnost ter pomembnost tega vprasalnika. Poleg tega so bolniki navezani
na svojega zdravnika in mu Zelijo pomagati, tako kot on njim v vseh tezavah in boleznih. V. ANMP pa opravljajo
delo razli¢ni zdravniki, nanj bolniki niso navezani, poleg tega pa ti ob svojem strokovnem delu opravljajo tudi
administrativne naloge, saj so dolzni bolnike opozarjati, da bi morali oditi k svojemu zdravniku in jim zaradi
neupravicene uporabe ANMP obcasno za storitev izstavijo racun (npr nenujni recepti, napotnice ipd). Za vecjo
veljavnost podatkov bo potrebno raziskavo ponoviti na nacionalnem vzorcu in uporabiti dodatne motivacijske
ukrepe za vecji odziv bolnikov.

Majhen vzorec in nizek odstotek odgovorov opozarjajo na previdnost pri posplosevanju rezultatov, prav tako
populacija bolnikov iz kranjskega okolja prepreCuje moznost posploSevanja na celotno slovensko populacijo
obiskovalcev dezurnih ambulant.

Po drugi strani pa je uspelo oblikovati vprasalnik, s katerim je mo¢ z veliko zanesljivostjo izmeriti stopnjo
zadovoljstva z delom ANMP.

Bolniki, ki so odgovorili na anketo, so z delom v ANMP zadovoljni. Zal ne vemo, ali je zadovoljstvo tistih, ki na
anketo niso odgovorili, enako. Odgovor na anketo je bil zelo majhen, kar kaze na bolnikovo nevezanost in
neodvisnost od ANMP. Bolniki so v ANMP prikrajSani za intimnost, o tezavah lahko govorijo le kratek cas,
vmes pa jih lahko zmoti nujen klic in odhod na teren, tako da je njihova obravnava zakljuCena na hitro in brez
pravih pojasnil ter zakljuckov. Poleg tega dajejo dezurni zdravniki veliko nasvetov po telefonu, ki prav tako
motijo potek obravnave bolnika pri dezurnem zdravniku. O tem govori tudi izjemno dolg povprecni ¢as ¢akanja
na pregled, ki je enak ¢akanju na pregled pri zdravniku brez naro¢anja in obéutno daljsi kot pri zdravnikih, ki
narocajo na pregled in seveda tudi daljsi od za bolnike sprejemljivega Casa ¢akanja, ki je 35,6 minute (7).

V raziskavi o zadovoljstvu z osebnim zdravnikom v ZD Kranj je le-to znaSalo 83,7 to¢k (7), medtem ko je v
ANMP Kranj 71,9 tock. Zadovoljstvo je manjSe na racun manjSega zadovoljstva s prostori in opremljenostjo.
Bolniki so tudi manj vezani in manj odvisni od zdravnika v. ANMP, kot so od svojega zdravnika druzinske
medicine, saj ga obiscejo le e njegov osebni zdravnik ni dosegljiv. Verjetno ga vecina tudi primerja s svojim
osebnim zdravnikom. Poleg tega morajo tu storitev, ki ni nujna placati. V¢asih pa njihov obisk spremlja pridiga,
da bi s problemom lahko pocakali in obiskali osebnega zdravnika. Dodatni razlog za nizje zadovoljstvo je lahko
tudi moznost, da dezurnega zdravnika obiskujejo bolniki, ki na splo$no niso zadovoljni z zdravstveno sluzbo in
mogoce tudi manj zadovoljni z zdravnikom druzinske medicine in zato i§¢ejo pomo¢ v ANMP.

Sklepi

S to raziskavo sva ugotovila, da je odziv na anketo o zadovoljstvu v ANMP manjsi kot pa v ambulantah splosne
medicine. Zdravniki v ANMP predstavljajo samo nadomestilo bolnikovega osebnega zdravnika. Anketiranci so z
delom ANMP zadovoljni. Velika vecina bi izbrala svojega osebnega zdravnika med dezurnimi zdravniki,kar
kaze na zadovoljne bolnike. Bolj se moramo posvetiti zacetku stika z ANMP, tj. —Cakalnici, sprejemu bolnikov
in pojasnilu vzrokov za daljSe ¢akanje.

Vprasalnik o zadovoljstvu bolnikov z delom ANMP je zanesljiv instrument, ki ga je moc uporabljati za
ocenjevanje kakovosti dela. Potrebno bi bilo izvesti raziskavo na nacionalnem vzorcu bolnikov.
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PATIENT SATISFACTION AND COMMUNICATION
ZADOVOLJSTVO BOLNIKOV IN SPORAZUMEVANJE

Paper 13: Kersnik J, Vipotnik-Zupanc V. Cas ¢akanja na pregled pri zdravniku splosne
medicine in zadovoljstvo bolnikov. Zdrav Vestn 2001; 70(5):275-8.

Main results

The overall satisfaction with the doctor with the appointment system does not differ in both types of practices.
The patients from practices with appointment system evaluated better possibility to get an appointment to suit
the patients, but worse help of the doctors’ staff, possibility to get through to the office by phone, the length of
time during the consultation and the doctors’ thoroughness.

Glavni izsledki

Zadovoljstvo bolnikov pri zdravnikih, ki naroCajo v nasprotju z najinimi pric¢akovanji, ni drugacno, kot pri
ostalih. Nekoliko bolje so bolniki ocenili moznost dobiti prost termin za pregled, slabSe pa pomo¢ ostalih
sodelavcev v ambulanti, moznost dobiti telefonsko zvezo z ambulanto in s tem jim je zdravnik dal obcutek, da
imajo dovolj ¢asa za izpoved svojih tezav ter zdravnikovo natan¢nost.

Paper 13/Clanek 13

Cas je pomemben dejavnik pri delu zdravnika splosne medicine. Vpliva na organizacijo, koli¢ino in kakovost
dela, na diagnosti¢ne in terapevtske postopke, vpliva na odnos med zdravnikom in bolnikom in na odnose med
¢lani skupine splosne medicine (1). Studije v tujini kaZejo na to, da je &as trajanja posveta eden najboljsih
kazalcev kakovosti dela zdravnika splo§ne medicine in ima neposreden vpliv na zadovoljstvo bolnikov (2).

Ljudje ocenjujejo kakovost zdravnikovega dela tudi po Casu, ki ga izgubijo v ¢akalnicah. Niti strokovnost, niti
prizadevnost zdravstvenih delavcev ne more popraviti slabega vtisa, ki ga naredi dolgotrajno ¢akanje (2, 3).

Najbolj neposredno lahko zdravnik, ki je imel vsaj nekaj casa priloznost delati s stalno skupino ljudi, uravnava
dolzino in s tem Stevilo pregledov tako, da uvede sistem naro¢anja. S tem odpravi negotovo dolgo ¢akanje, ki je
vzrok za nezadovoljstvo bolnika, pa tudi zdravnika. Pri nas dosledno na uro naro¢a malo zdravnikov splo$ne
medicine, zato delo poteka bolj ali manj naklju¢no z obCasnimi pritiski v dolo¢enih dnevih in urah dneva (1).

Narocanje bolnikov na pregled zmanjSa nepotrebno izgubo casa v cakalnici in dopusca boljSo izrabo
zdravnikovega Casa z bolnikom v ambulanti, kar vpliva na ve¢je zadovoljstvo bolnikov s ¢asom, ki jim ga
nameni zdravnik, s ¢asom prebitim v ¢akalnici in z zdravnikom na splosno(2, 4, 5). Naro¢anje omogoca vec
preventivnega dela, bolj tekoce in urejeno delo, resuje se ve¢ dolgoro¢nih in diskretnih zdravstvenih tezav, resuje
se ve¢ psiholoskih problemov (2). Bolniki, ki v ¢akalnici ¢akajo krajsi ¢as so bolj zadovoljni (4). Kadar zdravnik
dela v vedji skupini, je za hitro in u¢inkovito usmerjanje bolnikov potrebna dobra organizacija in koordinacija
sluzb, ki pa za bolnike pogosto predstavlja oviro in s tem manjSe zadovoljstvo (5, 6).

Zdravniki splosne medicine morajo najti taksno obliko ureditve delovnega ¢asa, ki ne bo omejevala bolnikov, da
pridejo na pregled v ambulanto, obenem pa omogoca boljSe nacrtovanje dela in enakomerno obremenitev
zdravnika ¢ez dan. To je dosegljivo z naroanjem bolnika na pregled v ambulanto (7, 8). Sistem narocanja na
pregled je strategija s pomo¢jo katera si zdravnik splosne medicine organizira delovni dan. Studije v tujini so
pokazale, da je ta sistem lahko tudi vzrok nezadovoljstva, ker bolniki to dojemajo kot tezjo dostopnost do
zdravnika (9).

Z raziskavo sva Zelela ugotoviti, koliko ¢asa so bolniki pripravljeni prebiti v ¢akalnici, koliko ¢asa, so ¢akali ob
zadnjem posvetu, kako so bili zadovoljni z dolzino ¢akanja ob zadnjem posvetu in kako so bili zadovoljni z
delom zdravnika v zadnjih 12 mesecih. Pri¢akovala sva, da bolniki pri zdravnikih, ki narocajo bolnike na
pregled, cakajo manj casa kot pri zdravnikih, ki ne naroCajo. Pricakovala sva tudi manjSe zadovoljstvo z
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zdravnikom, ki naroca na pregled, pri nekaterih vidikih zadovoljstva. Pricakovala sva, da bo zadovoljstvo
bolnikov s ¢asom prebitim v ¢akalnici, vecje pri bolnikih, ki obiskujejo zdravnika splosne medicine, ki bolnike
naroCa na pregled.

Metode in preiskovanci

Na vzorcu 600 zaporednih bolnikov, ki so v pomladi 2000 obiskali 10 zdravnikov sploSne medicine v
ZD Kranj smo izvedli anketo o zadovoljstvu bolnikov z osebnim zdravnikom v zadnjih 12 mesecih.
Anketa je prevod preizkusenega instrumenta EUROPEP, opisanega v literaturi (10, 11). VpraSalnik o
zadovoljstvu bolnikov je multidimenzionalni instrument, ki vsebuje 23 trditev o posameznih vidikih dela
zdravnika sploSne medicine z dvema dodatnima trditvama o izbranem zdravniku sploSne medicine:
»Tega zdravnika splodne medicine lahko toplo priporo€am svojim prijateljem.« in »NikakrSnega
razloga nimam, da bi razmi$ljal(a) o zamenjavi svojega zdravnika sploSne medicine.«. Zastavili smo
tudi vprasanje o zadovoljstvu z zadnjim obiskom pri zdravniku, o primerni dolZini €akanja v ¢akalnici in
Casu Cakanja v Cakalnici ob zadnjem obsiku. Odgovori na posamezne trditve, oziroma strinjanje s
posamezno trditvijo, so razvrS€eni na petstopenjski Likertovi lestvici od zelo slabo do odli¢no.
Zdravnike smo razdelili v dve skupini: v skupino zdravnikov, ki bolnike naro€ajo na preglede in v
skupino zdravnikov, ki svojih bolnikov ne narocajo na pregled. Zdravniki so 60 svojim bolnikom ob
obisku v ambulanti razdelili ankete s prilozeno frankirano in naslovljeno ovojnico. Z analizo smo
ugotavljali stopnjo zadovoljstva bolnikov, povezanost zadovoljstva z lastnostmi bolnika, njegovim
zdravstvenim stanjem in lastnostmi ambulante ter zdravnika. Anketa je vsebovala tudi vprasanja o
spolu, starosti, izobrazbi, prisotnosti kroni¢ne bolezni in Stevilu obiskov pri zdravniku sploSne medicine
v preteklem letu, o pri€akovani dolZini ¢akanja v Cakalnici, o aktualni dolZini akanja ob zadnjem
obisku zdravnika, o aktualni dolZini posveta z zdravnikom in bolnikovem zadovoljstvu z zadnjim
obiskom.

Rezultati

V Casu raziskave je na anketo odgovorilo 469 anketirancev (78,2%). Med anketiranci je bilo 155 (33,8%) moskih
in 304 (66,2%) zensk. Anketiranci so bili stari od 22 do 89 let, v povpreéju 53,7 let (sd=15,7 let). 55,9% jih je
imelo koncano srednjo ali vi§jo stopnjo izobrazbe, 52,9% anketirancev je imelo kroni¢no bolezen, svojega
zdravnika splo$ne medicine so v preteklem letu obiskali 0- do 60-krat (povpre¢no 5,6-krat, mediana 4-krat).
51,6% anketirancev je obiskovalo zdravnika, ki ima sistem naroc¢anja na pregled.

Tab. 31. Razlike v pricakovanem casu cakanja v Cakalnici in aktualnem cakanju ob zadnjem obisku pri
zdravniku.

Tab. 31. The differences in expected waiting time in the waiting room and actual waiting time during recent
visit to the family doctor.

[NarocCanje St| Povpreénd Standardni 95% Spodnjif Mediana Zgornji o
Appoint- No Mean odklon interval kvartill ~ Median| kvarti]
Iment SD| zaupanja Lowe Uppe
95% CI quartil] quartil]
primerno  [Da 242 30,2 17,21 28,0-32,4 2 3 3 ,00!
Cakati [Yes
lappropriate to[Ne 227 41,9 23,21 38,4-44,5 3 3 6 ,00!
wait INo
¢akal zadnji¢Da 242 18,9 22,33 15,6-21,3 5 15 2 ,00
waited last  [Yes
time INe 227 554 48,400 49,1-61,7 20 40 80 ,000
INo

Anketiranci so bili pripravljeni ¢akati ¢akalnici od 0 do 150 minut (povpre¢no 35,7 minut (95% interval zaupanja
33,7 do 37,6 minut), mediana 30 minut, spodnji kvartil 20 minut, zgornji kvartil 50 minut). Ob zadnjem obisku
pri zdravniku pa so ¢akali povpre¢no 0 do 240 minut (povprecno 36,3 minute (95% interval zaupanja 32,6 do
40,1 minuta), mediana 20 minut, spodnji kvartil 10 minut, zgornji kvartil 45 minut). Le 83,7% (95% interval
zaupanja 78,9 do 88,5%) bolnikov, ki obiskujejo zdravnika, ki svojih bolnikov ne naro¢a na pregled, v
primerjavi z 91,3% (95% interval zaupanja 87,8 do 94,9%) bolnikov, ki obiskujejo zdravnike, ki naro¢ajo na
pregled, se strinjajo s trditvijo, da je ¢akanje do 20 minut sprejemljiv ¢as. Razlike v pricakovanem casu ¢akanja v
¢akalnici in aktualnem Cakanju ob zadnjem obisku prikazuje tabela 31.

Tri Cetrtine bolnikov pri zdravniku s sistemom narocanja ¢aka do 20 minut, medtem ko pri zdravniku brez
narocanja pride na vrsto 20 minutah le ena Cetrtina bolnikov.

-908 -



BOLNIK V SLOVENKSEM ZDRAVSTVU

80,9% vprasanih, ki obiskujejo splosne ambulante z narocanjem je bilo zadovoljnih ali zelo zadovoljnih s casom
Cakanja, v primerjavi s skupino brez narocanja, kjer je bilo takih le 54,6% (p<0,001). Nezadovoljnih ali zelo
nezadovoljnih je bilo v skupini z narocanjem le 4,2% v primerjavi s 15,9% v skupini brez naroc¢anja.

Posamezne vidike zadovoljstva bolnikov z zdravnikom splosne medicine, ki se statisticno znacilno razlikujejo
med skupino bolnikov, ki obiskujejo zdravnike s sistemom narocanja in ostalimi prikazuje tabela 32.

Tab. 32. Posamezni vidiki zadovoljstva bolnikov z zdravnikom splosne medicine, ki se statisticno znacilno
razlikujejo med skupino bolnikov, ki obiskujejo zdravnike s sistemom narocanja in ostalimi.

Tab. 32. Evaluation of the aspects of patient satisfaction with the family doctor, which differ statistically
significant in the group of patients visiting practices with appointment system compared to the patients
visiting walk in practices.

Kaksno je vase mnenje o zdravniku glede na to... Z naro¢anjem brez naro¢anja p
What was you opinion regarding your family doctor... | Appointment system Walk in practices

povpreéna | 95% povprecna | 95%

ocena interval ocena interval

mean zaupanja mean zaupanja

95% CI 95% CI

koliko Casa ste Cakali v ¢akalnici? 42 4,0-4,3 3,5 3,4-3,6 <0,001
Waiting time in the waiting room?
ali ste dobili termin za pregled ali prisli na vrsto, tako 4,5 43-4,5 4,1 4,0-4,3 0,001

kot vam je ustrezalo?
Getting an appointment to suit you?

ali ste pri§li do svojega zdravnika splo$ne medicine po 4,5 4,4-4.6 4.4 4,2-4,5 0,07
telefonu?

Being able to speak to the family physician on the
phone?

kako so vam bili v pomo¢ ostali sodelavei v 43 4,1-4,4 45 4,4-4,6 0,006
ambulanti?
The helpfulness of the staff?

ali ste zlahka dobili telefonsko zvezo z ambulanto? 4,1 4,0-4,3 43 4,2-45 0,03
Getting through to the practice on the phone?

ali vam je dal(a) obcutek, da imate dovolj ¢asa med 43 42-44 4.4 4,4-4,5 0,04
obiskom pri zdravniku?
Making you feel you had time during consultation?

ali je bil natanten(na)? 4.5 4,4-4,5 4,6 4,547 0,001
Thoroughness?

Razlike v zadovoljstvu z zadnjim obiskom pri zdravniku med bolniki, ki so obiskovali zdravnike, ki naro¢ajo in
ostalimi niso bile statisticno znacilne. 96,4% vprasanih je bilo zadovoljnih ali zelo zadovoljnih z zadnjim
obiskom pri zdravniku in le 0,2% nezadovoljnih. Nihée med vprasanimi ni bil zelo nezadovoljen z zadnjim
obiskom. Skupna ocena zadovoljstva z zdravnikom splosne medicine v preteklem letu je bila 83,4 tocke
(sd=13,0 tock) in se med skupino z narocanjem in skupino brez narocanja ni statisticno pomembno razlikovala.

Z regresijsko analizo pa smo ugotovili, da daljSe cakanje v ¢akalnici napoveduje manjSe zadovoljstvo,
ugotovljeno z vpraSalnikom EUROPEP (R=0,116, R*=0,014, p=0,02), vendar razlozi le skromen 1%
variabilnosti.

Razprava in sklepi

Sistem narocanja se je izkazal kot zelo ucinkovit nacin urejanja Casa v ambulanti zdravnika splo$ne medicine.
Cas ¢akanja bolnikov v &akalnici pri zdravniku z uvedenim sistemom naro&anja je bistveno krajsi kot pri ostalih
zdravnikih. Zanimivo je, da se pri tem spremenijo tudi pri¢akovanja bolnikov, ki so pri zdravniku s sistemom
naroCanja pripravljeni Cakati veliko krajsi Cas, kot drugi bolniki. Lahko pritrdimo teoretikom na podrocju
kakovosti, ki pravijo, da bolnik slej ko prej spozna, kaj je kakovostno, se tega navadi in od izvajalcev to v
prihodnje tudi pricakuje (12). Razveseljuje ugotovitev, da pri vpeljanem sistemu naroCanja kar tri Cetrtine
bolnikov ¢aka do 20 minut, kar je tudi namen narocanja, pri ostalih zdravnikih pa le en Cetrtina pride na vrsto v
20 minutah.

Zaradi krajSega Casa Cakanja, so bili razumljivo bolniki, ki so obiskovali zdravnike s sistemom narocanja tudi
veliko bolj zadovoljni s ¢akanjem v Cakalnici, kar so ugotovili tudi drugi avtorji (4). Zadovoljstvo bolnikov z
delom zdravnika v zadnjem letu je tudi vecje, ¢e so pri zadnjem obisku cakali krajsi ¢as, vendar so razlike
minimalne, s ¢imer nama je uspelo le deloma potrditi izsledke tujih avtorjev (2). Zanimivo pa je, da zadovoljstvo
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bolnikov pri zdravnikih, ki naro¢ajo v nasprotju z najinimi pricakovanji, ni drugacno, kot pri ostalih. To pusca
odprto vprasanje obremenitve zdravnika splosne medicine in Casa, ki ga ima na razpolago za posvet s
posameznim bolnikom, kar bo potrebno prouciti v nadaljnjih raziskavah. Zaradi velikega Stevila bolnikov, ki
pridejo prakticno na vrsto isti dan, ko si to zaZelijo, je ¢as mo¢no omejen. Vemo pa, da je za uspesno
razreSevanje Stevilnih, predvsem pa duSevnih in socialnih tezav bolnikov potrebno ve¢ Casa, da bolnika
pripravimo, da spregovori o svojih tezavah (3). Sistem naroCanja v takih primerih mogoce lahko postane ovira,
ker postavlja okvir za posamezni posvet in zdravnika sili, da ¢as namenjen posameznemu bolniku uporabi
racionalno. To dejstvo, skupaj s podatkom, da bolnik zdravnika sploSne medicine vsaki¢ praviloma obisce s
povpreéno po tremi zdravstvenimi problemi, kaze na potrebo po ponovni opredelitvi normativov, ki bi
omogocali, da bi bilo za posameznega bolnika na razpolago ve¢ €asa, vsaj okoli 15 minut. Mozno je tudi, da
bolniki pri zdravnikih s sistemom narocanja obc¢utijo nekaj teZav v zvezi z dostopnostjo, kar je ugotovil ze
Campbell (9). To pomanjkljivost, kot kaze, zdravniki kompenzirajo z drugimi vidiki svojega dela, tako da se
skupna ocena zadovoljstva ne razlikuje med obema skupinama.

Zaradi nujno potrebnega omejevanja dostopnosti medicinske sestre v sistemu narocanja neizogibno dobijo
nekoliko nizje ocene. Medicinskim sestram bi bilo potrebno ponuditi dodatno usposabljanje v sporazumevanju,
da bi z manj hude krvi pri bolnikih in manj lastnimi frustracijami Se naprej uspesno vodile narocanje.

Ker se bolniki praviloma narocajo po telefonu, je razumljivo nekoliko nizje zadovoljstvo z moznostjo dobiti
telefonsko zvezo z ambulanto.

Dodatno izobrazevanje na podroc¢ju sporazumevanja naj bi zdravnikom pomagalo, da bi bolnikom dali obcutek,
da imajo med posvetom dovolj casa, kljub temu, da imajo pred vrati Ze naslednjega narocenega bolnika. Mogoce
zdravniki, ki naroCajo na pregled bolj izrazito dajejo vtis, da se jim mudi, kar bolniki lahko sprejemajo
negativno, zato je razumljiva tudi nekoliko niZja ocena glede zdravnikove natanénosti pri pregledu.
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COMPLAINT SYSTEM
PRITOZNI SISTEM

Paper 14: Kersnik J. Pritozni sistem. In: Kersnik J, editor. Zdravstvene napake. 19.
ucne delavnice za zdravnike druzinske medicine; 2002; Ljubljana. Ljubljana: Zdruzenje
zdravnikov druzinske medicine SZD, 2002; 131-6.

Main results

Cilj pritoZnega sistema je ugotavljanje bolnikovih pogledov na nase delo in pomanjkljivosti, ki jih ugotavlja
bolnik v stiku z nami, in jih ni mo¢ ugotoviti z drugimi metodami izboljSevanja kakovosti. Gre za ucenje iz
“napak”, ki bi drugace ostale pozabljene in neizkori$€ene ter za preprecevanje novih razlickov in odstopanj pri
naSem delu. Pritozba ne sme ostati sama sebi namen. Poleg zadoS¢enja bolnika je pritozni sistem neiz¢rpen vir za
izbiranje prednostnih nalog izboljSevanja kakovosti.

Glavni izsledki

The aim of complaint system is to determine patient views on our services and especially, to report
about our weaknesses. Those aspects of care ca not be evaluated without the participation of the
patients. By these reports we are learning from mistakes, which otherwise would be gone unnoticed.
The complaint should not remain a salient word on the paper. The patient should be compensated for
the errors that he suffered. On the other hand errors should foster quality improvement.

Paper 14/Clanek 14

PritoZba je (navadno negativno) mnenje uporabnika — bolnika — o lastni izkuSnji z izvajanjem zdravstvene
oskrbe pri doloéenem izvajalcu. Ce se je bolnik odlogil, da vlozi pritozbo, domnevamo, da je pri oskrbi prislo do
odstopanj od pri¢akovanj bolnika, zato je potrebno prouciti vsako pritozbo. Na nek nacin je pritozba porocilo o
izjemnem dogodku. Od njega se razlikuje po metodologiji zbiranja. Pri pritozbi ima bolnik diskrecijsko pravico,
ali bo nek dogodek ocenil kot neustrezen ali ne. Ali je $lo pri takem dogodku resni¢no za odstopanje od obicajne
prakse, ugotavljamo Sele naknadno v pritoZznem postopku. Pri analizi izjemnih dogodkov zbiramo podatke o
vseh dogodkih, ki smo jih Ze vnaprej opredelili, da predstavljajo odstopanje od pri¢akovane ravni kakovosti. Da
bi obdrzali javno zaupanje v sistem zdravstvenega varstva in dobronamernost vseh izvajalcev, je treba zagotoviti
ustrezno, pravocasno in celovito obravnavo vseh pritozb (1). PritoZni sistem je sistemati¢en nacin zbiranja,
obravnavanja, reSevanja in uporabe bolnikovih staliS¢ o oskrbi za izboljSanje kakovosti dela po oskrbi. Ima
naslednje vloge:

- Bolnikom omogoca, da izrazijo svoje mnenje o izkusnjah z oskrbo.

- Omogoca jim zadoSc¢enje zaradi obcutene krivice ali skode, ki je nastala zaradi zdravstvenih ukrepov.

- Izvajalci tako pridobijo vpogled v tezave pri oskrbi in mnenje bolnikov o oskrbi. To jim omogoca izbiro
prednostnih nalog, ki bodo kar najve¢ prispevale k izpolnjevanju potreb in Zelja uporabnikov pri stalnem
izboljsevanju kakovosti njihovega dela.

Cilj pritoznega sistema je ugotavljanje bolnikovih pogledov in pomanjkljivosti, ki jih ugotavlja bolnik, in jih ni
mogoce ugotoviti z drugimi metodami. Gre za ucenje iz »napak, ki bi drugace ostale pozabljene in neizrabljene
za preprecevanje novih razlickov in odstopanj (2, 3). PritoZba ne sme ostati sama sebi namen. Poleg bolnikovega
zadosCenja je pritozni sistem za izboljSevanje kakovosti neizérpen vir za izbiranje prednostnih nalog. Da bi lahko
izrabili potencial pritoznega sistema, morajo biti bolniki seznanjeni s svojimi pravicami in moznostmi njihovega
uresni¢evanja. Najucinkoviteje jih seznanjamo s plakati in zlozenkami. K njihovemu oblikovanju je treba
pritegniti tudi uporabnike.

V nasem kulturnem okolju je doslej veljalo, da delajo zdravniki vedno samo v dobro bolnika. Odstopanje od

ustaljene prakse, ki je za seboj potegnilo tako Skodljivost, da je bolnik ali kdo drug sprozil postopek za
ugotavljanje krivde zaradi domnevno storjene zdravstvene napake, sta strokovna in lai¢na javnost sprejeli kot
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nekaj izjemnega. Zbiranje drobnih odstopanj ali izjemnih dogodkov doslej ni bilo v navadi. Z obravnavo vseh
pritozb (tudi obrobnih) ustvarjamo ozracje, ki je sprejemljivo za bolnikovo mnenje. To preprecuje pretirane
pretrese ob resnejsih pritozbah. Izvajalci se s tem nauc¢imo prisluhniti bolnikovemu mnenju, bolniki pa osvojijo
kulturo izrazanja svojih stali$¢ v zvezi z oskrbo. Zavedati se moramo, da je pomembneje od odkritja
domnevnega »krivca« za obCuteno krivico zaradi skode, ki jo je povzrocila skodljivost nekega postopka oskrbe,
odkriti vzroke, ki so pripeljali do neugodnejSega razmerja med koristjo in Skodljivostjo, kot je bilo pricakovano.
Poleg tega je zgolj iskanje krivca neproduktivno, saj osemdeset odstotkov vzrokov nastane zaradi sistema, a
organizacije oskrbe in le dvajset odstotkov pri neposrednih izvajalcih.

Vsebina pritoznega sistema

Prvine pritoznega sistema so bolnikove pripombe, pritoZbe, pohvale, pobude in predlogi (5 P), vprasalnik o
zadovoljstvu, zbiranje, obdelava, reSevanje in odgovori na pritozbe (2-4). Obrazce in navodila lahko najdete tudi
na spletni strani ZdruZenja zdravnikov druzinske medicine (5). Uporabnike zdravstvene sluzbe je treba
spodbujati k sporocanju svojega mnenja. Pomembno jih je spodbujati tudi k sporo¢anju pozitivnih izkusenj in
predlogov za izboljsave, ne zgolj k tozarjenju ali izrazanju nezadovoljstva. Bolnik mora imeti na razpolago
ankete o zadovoljstvu, da lahko svoje mnenje sporo¢i v strukturirani obliki. Zagotoviti je treba tudi moZznost
zbiranja drugih mnenj. Vsak izvajalec mora imeti nabiralnik za zbiranje pripomb, pritozb, pohval, pobud,
predlogov in anket o zadovoljstvu. Vsaka delovna skupina vodi seznam pritozb.

ey

pritozb mora biti zagotovljeno v vsaki zdravstveni ustanovi ¢im blize mest, kjer se izvaja oskrba. Vse vloge
morajo biti evidentirane in zagotovljena mora biti navpi¢na razvidnost pritozb. Zdravstvena ustanova mora
dolo¢iti tudi odgovorno osebo za obravnavo mnenj, ki jih delovna skupina sama ne zmore resiti 0z. posegajo na
strokovno podrocje in tako zahtevajo SirSe reSevanje. Sistemati¢nost reSevanja zagotavlja uporabnikom, da bo
vsaka njihova vloga reSena z najvecjo pozornostjo na nacin, ki zagotavlja zadoS€enje ob mozni krivici, mnenje
uporabnikov bo uporabljeno za izboljSevanje kakovosti na ravni celotne zdravstvene ustanove. Zdravstvena
ustanova je dolzna obravnavati tudi anonimne pritozbe s to razliko, da »oSkodovani« ne more dobiti
neposrednega zadosCenja.

Nacela pritoznega sistema

Bolniki morajo biti pouceni o nac¢inu, kako lahko izrazijo svoje mnenje in kako bo obravnavano. PritoZzi se lahko
vsak uporabnik sam, Ce je starejsi od 16 let in ni tako hudo duSevno ali telesno prizadet, da bi tega ne zmogel
sam. [zjemoma se v imenu uporabnika lahko pritozi tudi njegov pooblaséeni zastopnik. Pritozbo je treba vloziti
najkasneje v Sestih mesecih po tistem, ko je bila opravljena zdravstvena oskrba, ki je sprozila postopek. Poznejse
vloge je treba upostevati le, kadar se bolnik zaradi hude bolezni ni mogel pritoziti v predvidenem roku.

Pritozniku je treba zagotoviti, da o svojih tezavah spregovori brez strahu pred posledicami. ReSevanje pritozb
mora potekati zaupno. V celotnem postopku je treba zagotoviti zaupnost med pritoznikom in prizadetimi
izvajalci. Po kon€ani obravnavi pritozbe je treba pritoznika podrobno seznaniti z izsledki in jih uporabiti za
izboljsanje dela, kjer je to umestno. Kadar je primerno, se moramo pritoZniku opravi€iti in izraziti obzalovanje
za razlicke in odstopanja v postopku oskrbe, ki so bolniku povzrocili Skodljivosti in Skodo. Opravicilo ni
avtomati¢no priznanje krivde izvajalcev oskrbe ali zdravstvene ustanove, temve¢ del sporazumevalne kulture.

Pritoznika je treba o prejemu pismene pritozbe obvestiti in ga pri dalj§ih postopkih obdobno seznanjati s
postopkom. Na pritozbe odgovori odgovorna oseba vedno pisno. Odgovorna oseba vodi evidenco zbranih in
reSenih pritozb.

Organizacija pritoznega sistema

eyee

ravni (slika 2). Seznami pritozb omogocajo preglednost in javnost pritoznega sistema. Navpi¢na povezava
delovne skupine z odgovornim za pritozni sistem v zdravstveni ustanovi omogoca ustrezno obravnavo vlog.
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1. VODITE SEZNAM VLOG.

2. PREUCITE POHVALE, PRIPOMBE,
PREDLOGE IN POBUDE.
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SPREMEMBE.
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IZPELJITE
SPREMEMBE.

4a
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NA RAVNI DELOVNE
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> VKLJUCITE MEHANIZME ZA ZADpSCENJE UPORABNIKA, KI JE DOZIVEL

RAZISCITE ODGOVORNOST IZVAJALCEV.

Slika 2. Organizacija pritoznega sistema na ravni zdravstvene ustanove

1 - Pripombe, pritozbe, pohvale, pobude in predlogi (5 P) - izpolnjeni vprasalniki o zadovoljstvu se zbirajo v posebnem nabiralniku.
2 - Delovna skupina obdobno pregleduje nabiralnik, vodi seznam viog in resuje vioge, ki se nanasajo na delo ambulante, odnos zaposlenih
do bolnika in strokovna vprasanja, ki jih je mogoce resiti brez preoblikovanja organizacije ali izobraZevanja, ki bi zahtevalo privoljenje

vodstva.

3 - Delovna skupina vedno preda pritozbo odgovornemu za pritozbe v zdravstveni ustanovi.

4 - Delovna skupina poskusa resiti preostale vloge; kolikor je mogoce, tudi pritozbe, zlasti ¢e se nanasajo na manjse razlike ali odstopanja

pri delu.

5 - Kadar resitev nastale tezave ni mogoca znotraj delovne skupine, jo preda odgovornemu za pritozbe.

6 - Odgovorni za pritozbe najprej razjasni, ali je vlogo mozno resiti samo znotraj zdravstvene ustanove ali pa jo bo predal tudi naslednji

ravni.

7 - Pritozbe v zvezi s strokovnostjo preda Zdravniski zbornici Slovenije, pritozbe v zvezi z organizacijo Ministrstvu za zdravje.
8 - Odgovorni mora sam ali z imenovano komisijo ugotoviti obseg nastale Skode in vzrocno povezavo z oskrbo, ki naj bi povzrocila

Skodljivosti, zaradi katerih je nastala skoda.

9 - Kadar ne gre za vzrocno povezavo med postopkom oskrbe in $kodo, je treba pritozbo razjasniti v soglasju s tistim, ki se je pritozil.
10 - Kadar je nastala Skoda posledica nujne ali mozne Skodljivosti ali Skodljivosti zaradi bolnikove lastnosti, je treba pritoznika o tem

seznaniti in poiskati za vse sprejemljivo resitev.
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11 - Ce je ugotovljena vzrocna povezanost med postopkom oskrbe in $kodo, je treba ugotoviti, ali gre tudi za povezavo med postopkom
oskrbe in razlickom ali odstopanjem pri oskrbi (ali so za vecjo skodljivost krivi pogoji ali izvedba postopka).

12a - Posledica vsakega pritoznega postopka mora biti ustrezno zadoscenje za uporabnika.

12b - Ce je za odstopanje ugotovljen osebni prispevek posameznega izvajalca, potem je treba raziskati tudi strokovno odgovornost.

13 - Vsak pritozni postopek mora biti tudi v celoti dokumentiran zaradi razvidnosti in javnosti dela. Koncno porocilo prejmejo pritoznik,
izvajalec in zdravstvena ustanova.

Resevanje pritozb

V zdravstveni ustanovi je treba dolo€iti odgovorne(ga) za obravnavo pritozb. Ta oseba sprejema tudi ustne
pritozbe in skrbi za to, da poskusa nastalo tezavo resiti v najkrajSem moznem roku. Tri Cetrtine tezav naj bi bilo
mogoce resiti ze na krajevni ravni. Velikokrat za zado$Cenje bolnikov zadosca Ze pripravljenost izvajalcev, da
primer vzamejo resno, ukrepajo hitro in so socutni. Vec¢ino ustnih pritozb je zato mogoce resiti Ze kar takoj.

Odgovorni za pritozni sistem poda svoje mnenje na podlagi pregleda pritoznika in medicinske dokumentacije v
zvezi z obravnavanim postopkom oskrbe, zato mora dobiti na razpolago celotno dokumentacijo v zvezi s
postopkom obravnavane pritozbe. Pritozbe lahko reSuje v sodelovanju z vodji sluzb in po potrebi izbere skupino
laikov ali medicinskih strokovnjakov, ki prouc¢i primer in poda svoje mnenje. Uporabnik in izvajalec morata
imeti moznost podati svoje videnje postopka doloCene oskrbe. Posamezne primere, ki presegajo okvire
zdravstvene ustanove ali zahtevajo SirSo strokovno obravnavo, posreduje odgovorni za zdravstveno ustanovo
tudi naprej, npr. Zdravniski zbornici Slovenije. Odgovorna oseba ali skupina ne sme nastopati, kot bi Slo za
pravni spor, temve¢ kot razsodisce, ki ocenjuje utemeljenost pritozbe, zato pri pogovorih ne smejo biti prisotni
pravni zastopniki. Kadar je vsebina pritozbe predvsem strokovno medicinske narave, naj bi podala svoje mnenje
vsaj dva neodvisna strokovnjaka zunaj okolja (oddelka ali sluzbe), kjer se je zgodil primer.

Za organizacijo pritoznega sistema je potrebnih nekaj dodatnih virov in poveritev odgovornosti za reSevanje
pritozb, zahteva pa tudi nekaj dodatnega Casa ze zaposlenih kadrov.

Popravni ukrepi

Poleg zado$c¢enja uporabnika in javnosti dela je uporaba pritozb za izboljSanje kakovosti temeljni
preventivni cilj vsakega pritoZnega sistema. Popravni ukrepi so moZni na dveh podrodjih: pri neposrednih
izvajalcih zaradi odstopanj in pri pogojih oskrbe zaradi razlickov. Delodajalec je odgovoren za skodo, ki
je bila povzrocena bolniku z zdravstveno oskrbo. Za ugotovljeno napako je moralno, kazensko in
odskodninsko odgovoren tudi zdravnik, zato se mora za morebitno nastalo §kodo tudi zavarovati. Slednje
predpisuje 61. ¢len Zakona o zdravniSki sluzbi (5). Zavarovanje za strokovno napako ne sme biti izgovor,
da si zdravnik ne bi stalno prizadeval za strokovnost dela in ¢im vecje zadovoljstvo bolnikov.

Sklep

V druzinski medicini vedno bolj uporabljamo partnerski slog dela, ki omogoca bolnikom, da se aktivno
vkljucujejo v svojo oskrbo. Omogod€iti jim mora, da lahko po oskrbi izrazijo svoje mnenje. Zdravstvena ustanova
in zdravnik zasebnik sta zato dolzna organizirati pritozni sistem.
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Navodilo za uporabnike

List z naslovom SPOSTOVANI BOLNIKI! poveéajte na velikost vsa A3 in razobesite na nekaj kljuénih mest,
kjer se bolniki najve¢ zadrzujejo. Nabiralnike namestite tako, da lahko bolniki svoje mnenje oddajo v blizini
izhoda. Ce imate ve¢ vhodov za razli¢ne sluzbe, namestite ve¢ nabiralnikov, enako velja za zdravstvene postaje
ali dislocirane enote. Na ¢rto napiSite ime odgovorne osebe za dolocen nabiralnik!, da je bolniki ne iS¢ejo po
prostorih, ki jih niso vajeni. Pod besedilo dajte zig organizacije.
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Dva lista z naslovom PRITOZNI SISTEM kopirajte obojestransko, tako da dobite vse na enem listu v poljubnem
Stevilu - priblizno po 20 komadov na ambulanto in sprejemno pisarno. Obrazec na damo zahtevo bolnika,
izpolnimo ga v primeru, da se ustno pritozi in ¢e vidimo, da mu nekaj ni povseci z nasvetom, naj svoje pripombe
odda pismeno v nabiralnik.

Odgovorna oseba uporablja SEZNAM PRITOZB, ki mu v glavi izpisite ime organizacije in lokacijo nabiralnika.

IzhodiSce

Cilj pritoznega sistema je ugotavljanje bolnikovih pogledov na nase delo in pomanjkljivosti, ki jih ugotavlja
bolnik v stiku z nami, in jih ni mo¢ ugotoviti z drugimi metodami izboljSevanja kakovosti. Gre za ucenje iz
“napak”, ki bi drugace ostale pozabljene in neizkoris¢ene ter za preprecevanje novih razlickov in odstopanj pri
nasem delu. Pritozba ne sme ostati sama sebi namen. Poleg zadosc¢enja bolnika je pritozni sistem neizérpen vir za
izbiranje prednostnih nalog izboljSevanja kakovosti.

Prvine pritoznega sistema so

bolnikove pohvale, pripombe, pritozbe, pobude in predlogi (imenovane 5 P-ejev),
vprasalnik o zadovoljstvu,

zbiranje,

obdelava,

reSevanje in

odgovori na pritozbe.

Ooooogd

5 P-jev

Uporabnike zdravstvene sluzbe je potrebno aktivno spodbujati k sporocanju svojega mnenja. Na razpolago mora
imeti obrazce za pohvale, pripombe, pritozbe, pobude in predloge, da svoje mnenje lahko sporoc¢i tudi v
strukturirani obliki (Priloga 1). Zagotoviti je potrebno tudi moznost zbiranja drugih mnenj. Da bi lahko izkoristili
potencial pritoznega sistema morajo biti bolniki seznanjeni s svojimi pravicami in moznostmi njihovega
uresnicevanja. To najucinkoviteje dosezemo s plakati (Priloga 2) in/ali zloZenkami. Zlozenka je lahko hkrati tudi
obrazec za pohvale, pripombe, pritozbe, pobude in predloge (Priloga 1).

Vprasalnik o zadovoljstvu

Obdobno bomo bolnikom ponudili vprasalnike o zadovoljstvu z dolo¢eno sluzbo posamezne organizacije.

Zbiranje 5 P-jev

Bolniki morajo biti pouceni o nacinu, kako lahko izrazijo svoje mnenje in kako se bo njihovo mnenje
obravnavalo (Priloga 1 in Priloga 2). Pritozi se lahko vsak uporabnik sam, ¢e je starejsi od 16 let in nima tako
hude dusevne ali telesne prizadetosti, da bi tega ne zmogel sam. Izjemoma se v imenu uporabnika lahko pritozi
tudi njegov pooblasceni zastopnik. Pritozbo je potrebno vloziti najkasneje v Sestih mesecih po tistem, ko se je
izvrSila zdravstvena oskrba, ki naj bi sprozila postopek pritozbe. KasnejSe vloge je potrebno upostevati v
primerih, kadar se bolnik zaradi tezkega stanja ni uspel prej oglasiti. Pri vsakem izvajalcu mora biti nabiralnik za
zbiranje pripomb, pritozb, pohval, pobud, predlogov in anket o zadovoljstvu z napisom POHVALE,
PRIPOMBE, PRITOZBE, POBUDE IN PREDLOGI. Kjer dela ve¢ izvajalcev v skupini, je mozno zbiranje
urediti centralno.

Vsaka delovna skupina ali skupina izvajalcev, ki imajo skupno zbiranje vodi_seznam5 P-ejev izbere odgovornega
za vodenje seznama (pritoznega sistema). Ta oseba sprejema tudi ustne pritozbe in skrbi za to, da se poskusa
nastalo tezavo resiti v najkrajSem moznem roku. Bolnikovo vlogo vnese prav tako vnese na obrazec za 5 -P
(Priloga 1). Tri Cetrtine teZzav naj bi bilo mogoce resiti Ze na krajevni ravni. Velikokrat za zados¢enje bolnikov
zadoSCa Ze pripravljenost izvajalcev, da primer vzamejo resno, da ukrepajo hitro in so socutni. Vecino ustnih
pritozb je zato mogoce resiti ze kar takoj. Predlagana oblika seznama je v Prilogi 3. Seznami pritozb omogocajo
preglednost in javnost pritoznega sistema.
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Obdelava in reSevanje 5 P-jev

Iz seznama mora biti razvidna zaporedna Stevilka vloge, datum prejema in nadaljnji postopek z vlogo
(posredovanje posamezni ambulanti: ¢e gre za pripombe na racun odnosa do bolnikov, v zvezi z naroanjem,
¢akanjem v Cakalnici, dostponosti po telefonu ipd., vodji sluzbe: ¢e gre za pripombe povezane s strokovnimi
vprasanji, ali se prej omenjene pripombe ponovavljajo /5- in veckrat/, direktorju OE: ¢e gre za sum, da je nastalo
odstopanje zaradi vedjega tveganja ali druge strokovne nepravilnosti, ali da je navedena pritozba v zvezi s $kodo,
ki bi utegnila biti povezana z delom zdravnika ali drugega zaposlenega, strokovnemu vodji OZG: ¢e ni druge
moznosti razreSiti nastali problem in v vednost vedno, kadar je potrebno imenovati komisijo za izredni notranji
nadzor, kar sicer odredi direktor OE). Odgovorni za pritozbe poda svoje mnenje o doloceni zadevi na podlagi
pregleda medicinske dokumentacije v zvezi z obravnavanim postopkom oskrbe, pogovorom z izvajalcem in
eventuelnim pogovorom s pritoznikom, zato mora dobiti na razpolago celotno dokumentacijo v zvezi s
postopkom obravnavane pritozbe. Pritozbe lahko resuje v sodelovanju z vodji sluzb in po potrebi izbere skupino
laikov ali medicinskih strokovnjakov, ki preu¢i primer, in poda svoje mnenje. Uporabnik in izvajalec morata
imeti moznost podati svoje videnje postopka dolo¢ene oskrbe. V primeru, da ne gre za vzro¢no povezavo med
postopkom oskrbe in $kodo, je potrebno pritozbo razjasniti v soglasju s tistim, ki se je pritozil. Posamezne
primere, ki presegajo okvire zdravstvene ustanove ali zahtevajo SirSo strokovno obravnavo, posreduje odgovorni
zdravstvene ustanove naprej. Odgovorna oseba ali skupina ne sme nastopati, kot bi §lo za pravni spor, temvec
kot razsodisce, ki ocenjuje utemeljenost pritozbe, zato pri pogovorih ne smejo biti prisotni pravni zastopniki.

Odgovorna oseba letno posreduje sezname 5 P-jev glavni sestri (¢e ni sama odgovorna za pritoznis sistem), ki jih
zbira za celo organizacijo in prav tako letno do 31. 1. za preteklo leto posreduje strokovnemu vodji.

Odgovori na pritozbe

Na podpisane vloge (kjer je znan prizadeti) je odgovorna oseba dolzna sama ali v sodelovanju z vodstvom
(glavna sestra, direktor organizacije, strokovni vodja) vlagatelja seznaniti s prejemom njegove vloge in ga
obdobno seznanjati s potekom zadeve. ReSevanje pritozb mora v takih primerih potekati zaupno. V celotnem
postopku je potrebno zagotoviti zaupnost na strani pritoznika in prizadetih izvajalcev. Po konéani obravnavi
pritozbe je pritoznika potrebno podrobno seznaniti z izsledki in jih uporabiti za izboljSanje dela, kjer je to
umestno. Kadar je primerno, se moramo pritozniku opraviciti in izraziti obzalovanje za razlicke in odstopanja pri
postopku oskrbe, ki so povzro€ili Skodljivosti zaradi oskrbe, in povzrocile Skodo bolniku. Opravicilo ni
avtomati¢no priznanje krivde izvajalcev oskrbe ali zdravstvene ustanove, temve¢ del kulture sporazumevanja.

Poleg zado$éenja uporabnika in javnosti dela je uporaba 5 P-jev za izboljSanje kakovosti temeljni preventivni cilj
vsakega pritoznega sistema. Popravni ukrepi so mozni na dveh podrocjih: pri neposrednih izvajalcih zaradi
odstopan;j in pri pogojih oskrbe zaradi razlickov. Pri neposrednih izvajalcih je potrebno vplivati na spremembo
odnosa, sporazumevanja, sporoc¢anja in sloga dela. Namen zdravstvene ustanove naj bi bil povecati zadovoljstvo
bolnikov in pla¢nika z boljSo seznanjenostjo bolnika in njegove druzine na predvidene postopke, z bolj tekocim
delom in celostno oskrbo. Izvajalcem je zato potrebno omogociti stalno strokovno izobrazevanje na podrocjih,
kjer se kazejo pripombe in uporabiti razli¢ne oblike spodbud za izboljSanje dela. Oprema, prostori in drugi
pogoji dela so pogosto vzrok za pritozbe. ReSevanje tovrstnih tezav je mozno le z investiranjem v izboljSave in
spremembo organizacije dela v soglasju z vodstvom.

strokovni vodja
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Plakat

ZAVOD
SPOSTOVANI BOLNIKI!

POMAGAJTE NAM, DA BI VAM LAHKO POMAGALI!

TRuDIMO SE, DA BI CIMBOLJ USTREGLI VASIM POTREBAM IN ZELJAM. Pocosto NaM TO USPE, VCASIH PA
TUDI NE. TO VESTE EDINO VI, ZATO VAS PROSIMO, DA NAM POSREDUJETE VASE POHVALE, PRIPOMBE,
PREDLOGE, PRITOZBE IN POBUDE. LAHKO JIH NAPISETE NA KOS PAPIRJA, POSEBNE OBRAZCE V TA NAMEN
PA DOBITE V SPREJEMNI PISARNI.

ODDAJTE JIH V OZNAGEN NABIRALNIK NA HODNIKU OB VHODU.

PROBLEME BOMO SKUSALI RESITI NA VSEM SPREJEMLJIV NACIN. CESAR NE BOMO MOGLI RESITI SAMI,
BOMO GLEDE NA VSEBINO VASEGA MNENJA POSREDOVALI ODGOVORNEMU ZA RESEVANJE PRITOZB V
ZDRAVSTVENEM DOMU, VODSTVU OSNOVNEGA ZDRAVSTVA GORENJSKE ALl ZDRAVNISKI ZBORNICI
SLovENE. UPOSTEVALI BOMO TUDI ANONIMNE VLOGE, CEPRAV VAM POTEM NE BOMO MOGLI POMAGATI V
KONKRETNI ZADEVI.

V NABIRALNIK PA LAHKO ODDATE TUDI ANKETE O VASEM ZADOVOLJSTVU Z DANASNJIM POSVETOM Z
ZDRAVNIKOM, KI JIH DOBITE PRI SESTRI ALl V SPREJEMNI PISARNI.

ODGOVORNA OSEBA zA RESEVANJE PRITOZB vV ZD ... JE

NANJO ALI NA NJENEGA NAMESTNIKA SE LAHKO OBRNETE TUDI OSEBNO.

Hvar4 LEPA z4 SODELOVANJE!

- 107 -



BOLNIK V SLOVENKSEM ZDRAVSTVU

Seznam pritozb
SEZNAM PRITOZB V

(Zig organizacije)
Odgovorna oseba:

=

DATUM? |VLOGA’® KOGA ZADEVA* NADALJNJI POSTOPEK?®

o[x]an[o]s[w o= o

e

_
e

—
—

,_
N

—_
W

_.
o

_
b

_
&

,_
~

! Zaporedna $tevilka vloge.

? Datum vpisa v seznam.

3 Vpise se: pohvala, pripomba, pritozba, pobuda, predlog.

4 Vpise se v primeru, da je navedena oseba, na katero se mnenje nanasa.

* Vpise se, komu je bila vloga predana v nadaljnjo obravnavo, oziroma druga resitev.
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Obrazec za bolnike
PRITOZNI SISTEM

zavod

Radi slisimo POHVALE,
PRIPOMBE nam dajo misliti,
Vase PRITOZBE bomo obravnavali z vso resnostjo; dobrodosle nam bodo tudi Vase POBUDE in
PREDLOGI, kako Vam $e bolj ustreci, ko ste tega najbolj potrebni.

KAJ JE PRITOZNI SISTEM
Kljub nasim najboljsim namenom se Vam lahko zgodi, da Vam ne uspemo ustreci, tako kot ste si predstavljali.
Lahko gre tudi kaj narobe, ali pa ste s kom izmed nas ali s kakSno malenkostjo zelo zadovoljni. Da bi nam lazje
sporocili svoje mnenje, smo Vam pripravili obrazec. Samo Vi veste, kaj delamo dobro in kje so nase slabosti. Z
Vaso pomocjo bi radi izboljsali nase delo, tako da boste v prihodnje zares zadovoljni z nami.
KAKO POVEDATI SVOJE MNENJE
1. Spregovorite z zdravnikom ali medicinsko sestro, kjer ste ob¢utili, da vse ni bilo tako, kot bi naj bilo. Povejte
nam tudi, kadar boste zadovoljni z nami.
2. Ce tega ne Zelite storiti osebno, oddajte ta listi¢ izpolnjen v kateri koli nabiralnik z napisom POHVALE,
PRIPOMBE, PRITOZBE, POBUDE IN PREDLOGI v katerem koli zdravstvenem domu na Gorenjskem,
ali pa ga posljite na naslov: Osnovno zdravstvo Gorenjske, Sluzba za stike z javnostjo, Gosposvetska 9, 4000
Kranj.
KAJ SE BO ZGODILO Z VASIM MNENJEM
Veseli bomo vsakega mnenja. V primeru podpisane pritozbe Vas bomo s potekom reSevanja sproti obvescali. V
sprejemni pisarni Vam bodo povedali ime odgovorne osebe za reSevanje pritozb.

RAD Bl VAM POSREDOVAL SVOJO:
(oznacdite s kljukico - 4)

TU ponvaLo

TU priPOMBO
TU PpriTOZBO
TU poBuDO

TU PREDLOG
0 v zvezizdelom

0 organizacijo ali
0 odnosom (obkrozite):

v splo$ni medicini

v otro§kem dispanzerju

v dezurni sluzbi

na medicini dela

pri reSevalnem prevozu

pri nujni medicinski pomoci
na fizioterapiji

pri zobozdravniku

drugo:

S & 6 O 6 o o0
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Dogodek, ki nam ga zelite predstaviti, se je zgodil:
Dne: ob (ura)
Ambulanta/zdravnik:

Zdravnik/sestra/druga oseba, na katero se Vase mnenje nanasa:
Opis dogodka, posledic, predloga, pobude ...

Vas osebni zdravnik je:

Ce Zelite, nam zaupajte Vase osebne podatke, da Vas bomo v primeru pritoZbe lahko obves¢ali:
Ime in priimek:
Naslov:

Postna Stevilka: Kraj:
Podpis: Datum:

Primer imenovanja komisije za notranji strokovni nadzor v primeru
pritozbe glede strokovnosti

V skladu s Pravilnikom o internem strokovnem nadzoru in drugimi pozitivnimi predpisi imenujem tri¢lansko

komisijo za notranji strokovni nadzor v sestavi:

1. predsednica komisije,

2. ¢lan,

3. Cclan,

ki naj prouci primer obravnave pritoznika. Naloga komisije NSN je

1. pridobiti razpolozljivo dokumentacijo o zadevanem primeru, vkljuéno z dokumentacijo o opravljenem
internem strokovnem nadzoru v enoti in ev. razpolozljivo dokumentacijo (zdravstveni karton) o
pokojnikovem zdravstvenem stanju pred dogodkom;

2. opraviti pogovore z zaposlenimi, ki so sodelovali pri obravnavi bolnika;

3. opraviti pogovor s pritoznikom in z eventualnimi drugimi pricami dogodkov, ki so se zgodili v zvezi s
pritozbo;

4. po potrebi pridobiti neodvisno oceno bolnikovega stanja s strani ustreznega klinicnega specialista;

5. na podlagi ugotovljenega odgovoriti na naslednja vpraSanja:

1. Ali je bila obravnava bolnika v navedenem primeru strokovno neopore€na, t.j. v skladu s tedaj veljavnimi
strokovnimi in organizacijskimi smernicami?

+ Ce ne, v katerih to¢kah obravnave je v navedenem primeru prislo do odstopan;j?
* Ali je bil bolnik seznanjena z moznostmi diagnostike in zdravljenja?
* Ali je bolnik dal poucen pristanek na konkretni postopek zdravljenja?

2. Ali je neugodni izid (smrt bolnika) mozno povezovati z njegovim stanjem ob Casu prve obravnave v
ambulanti?

« Ceda, ali je bilo glede na trenutno zdravstveno stanje, ugotovljeno diagnozo in moznosti zdravljenja
prepreciti neugodni izid?

o Kateri ukrepi, ali opustitve ukrepov so lahko prispevali k poslabsanju zdravstvenega stanja?

¢ Ali bi drugacno ravnanje (napotitev na hospitalno zdravljenje) lahko prepreéilo neugodni izid?

in poda mnenje:

1. Ali gre v navedenem primeru za zavestno in namerno opustitev postopkov, za katere je bila zdravnica v ¢asu
tega primera usposobljena, oziroma so obstajala jasna navodila ravnanja, oziroma je bila v veljavi splosno
veljavna praksa (opustitev zdravstvene pomoci)?

2. Ali gre v navedenem primeru za malomarno zdravljenje,

» ker je zavestno ravnala malomarno?

* ker ni pomislila na mozne negativne posledice (nezavestna malomarnost)?

» ker je opustila dosegljive diagnosticne moznosti?

e ker je zanemarila temeljne medicinske ukrepe, izvajala nepotrebno ali nesodobno zdravljenje,
prevelike posege, precenjevala svoje zmoznosti?

3. Ali je v navedenem primeru poslabsanje zdravstvenega stanja in ukrepe zdravnice mozno vzro¢no
povezovati?
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4. Ali gre v navedenem primeru za sum kaznivega dejanja (189. ¢l. ali 190. ¢l. KZ RS), ki bi ga bilo potrebno
predati v obravnavo tozilcu zbornice.

Kratek povzetek pritozbe.
Komisija za NSN naj odgovore in svoje mnenje do dolo¢enega datuma posreduje strokovnemu vodji zavoda in v

vednost direktorju zavoda, ki bosta na podlagi ugotovitev in Pravilnika o internem strokovnem nadzoru sprejela
potrebne ukrepe. Komisija ni pristojna, da o dogodku ali izsledkih dogodka obvesc¢a strokovno ali lai¢no javnost.
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Vestn 2000; 69(1):5-10. [Paper 2/ Clanek 2]
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