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ORIGINAL ARTICLE

Distinguishing Patient Satisfaction With Treatment Delivery
From Treatment Effect: A Preliminary Investigation of Patient
Satisfaction With Symptoms After Physical Therapy

Treatment of Low Back Pain
Steven Z. George, PT, PhD, Adam T. Hirsh, MS

ABSTRACT. George SZ, Hirsh AT. Distinguishing patient
satisfaction with treatment delivery from treatment effect: a
preliminary investigation of patient satisfaction with symptoms
after physical therapy treatment of low back pain. Arch Phys
Med Rehabil 2005;86:1338-44.

Objective: To investigate the discrepancy between ratings
of pain intensity and patient satisfaction by evaluating a ques-
tionnaire item that assesses patient satisfaction with treatment
effect.

Design: Inception cohort.

Setting: Ambulatory care.

Participants: Sixty-six consecutive patients referred to out-
patient physical therapy (PT) with acute low back pain (LBP).

Intervention: PT wusing treatment-based classification
guidelines.

Main Outcome Measure: Patient satisfaction 6 months
after receiving PT for LBP.

Results: Patient satisfaction with symptoms was consider-
ably lower than the other patient satisfaction items. Patient
satisfaction with symptoms was responsive to measures of
treatment effect (Spearman p range, .36—.44, P<<.01) and with
whether expectations were met (Spearman p=.45, P<.01).
Patients who were satisfied with symptoms reported higher
physical function, lower pain intensity, and less symptom both-
ersomeness (P<<.01) at 6 months. The 2 strongest absolute and
unique predictors of patient satisfaction with symptoms at 6
months were whether treatment expectations were met and
change in symptom bothersomeness.

Conclusions: This study suggested that a questionnaire item
assessing patient satisfaction with symptoms allows patients to
distinguish between satisfaction with treatment effect and treat-
ment delivery.
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Physical Therapy Association’s quality assurance stan-
dards include the assessment of patient satisfaction among
their dictates.' This attitude likely can be attributed to the
conceptualization of patients as consumers in the medical mar-
ketplace™* and the subsequent interest in patient-centered out-
comes.” Several self-report questionnaires have been devel-
oped that are appropriate to measure é)atient satisfaction after
rehabilitation of low back pain (LBP).°"'® Items on these ques-
tionnaires assess key components of a multidimensional con-
ceptualization of patient satisfaction, including satisfaction
with the quality of care, satisfaction with the health care
provider, likelihood of seeking the same treatment again, and
convenience of the treatment.®'3

The assessment of patient satisfaction after rehabilitation of
LBP yields information about the patient-provider interaction.
Recent investigations in chronic pain populations suggest that
the patient-provider relationship is just as important for patient
satisfaction as symptom reduction.*'> In the rehabilitation
literature, Beattie et al'® found that patient satisfaction with
care is strongly related to the quality of the patient-therapist
interactions. Important components of these interactions that
were identified (eg, time spent with the patient, therapist’s
communication skills, provision of a clear explanation of treat-
ment) are consistent with Erevious work on patient satisfaction
in other medical samples.”'”"'® The assessment of patient sat-
isfaction is also believed to provide information on the pa-
tient’s perception of treatment effectiveness.”**?! However,
investigations in the literature have provided equivocal support
for the relation between patient satisfaction and treatment ef-
fectiveness. Specifically, patients experiencing minimal pain
reduction and those with moderate to severe levels of pain
concurrently regort high levels of satisfaction with their pain
management.”'’?*?* The presence of such a discrepancy raises
questions about whether patient satisfaction is a valid outcome
measure of treatment effectiveness, especially if treatment ef-
fecti;/fness is considered synonymous with symptom reduc-
tion.

The definitive reason for the discrepancy between pain re-
duction and patient satisfaction has not been elucidated in the
literature, but we believe it is likely related to the nature of
satisfaction questionnaire items and the way the questionnaires
are administered. Items on patient satisfaction questionnaires
tend to focus on factors related to treatment delivery. Addi-
tionally, in clinical settings, the person or organization that is
providing the treatment typically assesses patient satisfaction,
which may result in a response bias that inflates estimates of
patient satisfaction.?* It is likely that in rehabilitation settings in
particular, an imprecise assessment of patient satisfaction is
problematic because it could be interpreted as satisfaction with
treatment delivery, treatment effectiveness, or both. Thus, the
investigation of questionnaire items that explicitly address
treatment effect may provide additional information on the
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association between pain intensity and patient satisfaction with
LBP rehabilitation.

Questionnaire items that assess patient satisfaction with
symptoms potentially provide a way to distinguish between
treatment delivery and treatment effect. Frequently used satis-
faction (}uestionnaires do not explicitly make this distinc-
tion,>®7-""13 which seems especially relevant for patients who
are satisfied with various treatment domains (ie, access and
convenience, interpersonal factors, cost, technical quality) but
remain dissatisfied with their resultant symptoms. As a result,
we believe responses to these questionnaire items are unlikely
to capture patient satisfaction with treatment effect. The as-
sessment of patient satisfaction with symptoms may also pro-
vide unique information about health care utilization.” It seems
logical that patients who are satisfied with their symptoms
would be less likely to seek additional treatment for the same
problem, regardless of their satisfaction with treatment deliv-
ery. Therefore, we believe an investigation of patient satisfac-
tion with symptoms is warranted, because it could provide
meaningful information pertinent to outcome assessment after
rehabilitation of LBP. The purpose of this study was to report
a preliminary investigation of patient satisfaction with symp-
toms in a prospective cohort of patients receiving physical
therapy (PT) treatment for LBP.

METHODS

Participants

From August 2000 to April 2001, 202 consecutive patients
referred to PT with LBP were evaluated for participation in a
randomized controlled trial. The inclusion criteria for the trial
were 18 to 55 years of age, duration of LBP for present episode
less than 60 days, and English speaking. Exclusion criteria for
the trial were less than 6 months postsurgical status, signs and
symptoms consistent with nerve root compression, known tu-
mor, fracture, infection, osteoporosis, and pregnancy. The in-
stitutional review board at the participating university approved
this study, all subjects provided informed consent before en-
rolling, and participants’ confidentiality was protected through-
out the duration of this study.

Of the 202 patients screened, 53 were excluded for excessive
duration of symptoms, 60 for exceeding the age limit, and 7 for
other reasons (ie, known tumor, fracture, osteoporosis, infec-
tion, pregnancy, recent postsurgical status). Therefore, 82 pa-
tients were study eligible; of these, 66 patients enrolled in the
trial and completed the self-report measures. Because of patient
confidentiality guidelines, it was not possible to compare sta-
tistically the patients who participated in the study with the
patients who did not participate in the study.

The trial investigated 2 types of PT, treatment-based classi-
fication and treatment-based classification enhanced with man-
agement of fear-avoidance beliefs.>> Patients participated in 4
weeks of supervised PT, consistent with their random assign-
ment, with a median of 6 clinic visits for both groups. After 6
months, 58 of 66 participants (8§7.9%) were reassessed by mail.
No significant differences existed in age, sex, pain intensity, or
physical function (P>.05) between those who responded by
mail and those who did not respond by mail. The primary
purpose of the clinical trial was to assess the relative effective-
ness of the 2 PT interventions, and the results suggested that
treatment-based classification with management of fear-avoid-
ance beliefs was more effective only for those patients with
high fear-avoidance beliefs. Patient satisfaction did not differ
between the 2 treatment groups. The present study was a
planned subgroup analysis on patient satisfaction, involving
only patients completing the 6-month assessment. Patient sat-
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isfaction was assessed 6 months after receiving treatment by an
investigator who was independent of the therapists who deliv-
ered the treatment. Selected questionnaire items from the North
American Spine Society’s lumbar spine outcome assessment
instrument (NASS outcome assessment)® were used to assess
patient satisfaction with treatment delivery and treatment ef-
fect.

Measures

All information reported below was obtained with standard
self-report forms completed in the clinic (initial) or by mail
(6mo).

Demographic, historical, and treatment-related informa-
tion. Demographic and historical data collected were sex,
age, duration of present symptoms, number of previous epi-
sodes of LBP, and presence of leg pain with LBP. The treat-
ment-related information collected was a description of any
additional LBP treatment sought during the 6-month follow-up
period.

Patient satisfaction. Patient satisfaction at 6 months was
assessed via patient responses to 3 items from the NASS
outcome assessment.® It should be noted that the entire satis-
faction scale has known psychometric properties,® but the
individual use of satisfaction items using single ordinal rating
scales (ORS) has not been previously reported. Patients mailed
the questionnaires directly to the investigators and were as-
sured that clinical staff would not view their satisfaction rat-
ings. The first item was, “If you had to spend the rest of your
life with the symptoms you have right now, how would you
feel about it?” (range, 1 [very dissatisfied] to 5 [very satisfied]).
We hypothesized that this item was primarily related to treat-
ment effect, and the question is likely to provide a frame of
reference from which patients could conceptualize the impact
and/or severity of their present symptoms. The second item
was, “Would you have the same PT treatment again if you had
the same condition?” (range, 1 [definitely not] to 5 [definitely
yes]). The third item was, “How would you rate the overall
results of your PT treatment for your back or leg pain?” (range,
1 [terrible] to 6 [excellent]). We hypothesized that the second
and third items were primarily related to treatment delivery,
based on our previous experiences with such items and because
these items did not explicitly ask the patient to consider factors
related to treatment effect when assessing satisfaction.

Patient expectation. Patient expectation of complete
symptom relief also was rated using items from the NASS
outcome assessment.® The individual use of expectation items
using single ORS has not been previously reported. Initially,
patients rated their expectations for complete symptom relief
(range, 1 [not at all likely] to 5 [extremely likely]), and at 6
months, patients rated whether their expectations for symptom
relief had been met (range, 1 [definitely not] to 5 [definitely
yes]).

Physical and mental function. The Medical Outcomes
Survey 36-Item Short-Form Health Survey (SF-36) was used as
a self-report of health status for physical and mental func-
tion.??® The SF-36 covers 8 domains of physical and mental
components of health.>®2%*® The physical component sum-
mary (PCS) scale consists of physical functioning, role limita-
tion due to physical functioning, general health perceptions,
bodily pain, and energy/fatigue domains.?*>® The mental com-
ponent summary (MCS) scale consists of social functioning,
role limitation due to emotional health, emotional well-being,
and energy/fatigue domains.?®>® The PCS and MCS scales are
usually reported in normalized values ranging from 0 to 100,
with 50 representing mean population values. These scales
account for 80% of the variance in the original 8§ SF-36 do-
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mains.?” Therefore, the 2 scales are believed to be valid options
to represent the 8 domains of physical and mental components
of health.” Physical and mental function were assessed at
baseline and at 6 months.

Pain intensity. Patients rated pain intensity on a numeric
rating scale (NRS) (range, O [no pain intensity] to 10 [maxi-
mum pain intensity]) over the previous 24 hours under 2
conditions: present pain intensity and worst pain intensity.*
Present pain intensity referred to the pain intensity the patient
was currently experiencing. The 11-point NRS has acceptable
reliability and discrimination.®'-*>

Symptom bothersomeness. Symptom bothersomeness dur-
ing the past week was rated using items from the NASS
outcome assessment.® Patients rated bothersomeness (1 [not at
all bothersome] to 6 [extremely bothersome]) in 4 different
categories: low back and/or buttock pain, leg pain, numbness or
tingling in leg and/or foot, and weakness in leg and/or foot.
Ratings for the 4 areas were summed and divided by 4, and an
overall level of symptom bothersomeness was reported. The
psychometric properties of this index as calculated for this
study have not been reported in the literature.

Data Analysis

All statistical analyses were performed with SPSS, version
11.0.1 for Windows.* The appropriate descriptive statistics
were generated for measures and scatterplots were visually
scanned for outliers. Our research hypotheses were tested at an
o level of .01 because of the number of analyses involved.

We hypothesized that a measure of patient satisfaction with
symptoms would correlate weakly (<<0.3) with commonly used
measures of satisfaction, giving preliminary indication that
they assess different components of a multidimensional patient
satisfaction construct (ie, treatment effect vs treatment deliv-
ery). To test the first hypothesis, Kendall 7-b correlation coef-
ficients were generated between the 3 different satisfaction
measures. Then, Fisher z transformations tested for differences
in these correlation coefficients.

We also hypothesized that a measure of patient satisfaction
with present symptoms at 6 months would be related to mea-
sures of treatment effectiveness. We tested this hypothesis with
2 separate analyses. First, Spearman p correlation coefficients
were generated between these factors: the 3 satisfaction items,
whether treatment expectations were met at 6 months, and the
raw 6-month change scores in measures of treatment effect (ie,
6-mo changes in physical function, mental function, pain in-
tensity, and symptom bothersomeness). Second, patients were
dichotomized into “satisfied” (those who rated their satisfaction
with symptoms for rest of life as “satisfied” or “very satisfied”)
and “not satisfied” (those who rated their satisfaction as ‘“neu-
tral,” “dissatisfied,” or “very dissatisfied”) groups based on
their 6-month satisfaction with symptoms rating. Independent ¢
tests, Mann-Whitney U tests, and chi-square analyses (as ap-
propriate) were used to test for group differences in the
6-month scores of whether expectations were met, physical
function, mental function, pain intensity, symptom bother-
someness, and additional treatment sought.

Last, we performed an exploratory multivariate analysis to
investigate the relative and absolute contributions of treatment
effectiveness (ie, raw 6-mo changes in physical function, men-
tal function, pain intensity, and symptom bothersomeness) in
predicting satisfaction with symptoms at 6 months. To perform
the exploratory analysis, measures that correlated significantly
to satisfaction with symptoms (from previous analysis involv-
ing generation of Spearman p coefficients) were simulta-
neously entered into a discriminant function analysis that pre-
dicted “satisfied” group membership. The rationale for this
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Table 1: Descriptive Statistics for Patients Completing
Satisfaction Items

Potential
Range of Observed
Evaluation Measure Value
At initial evaluation (n=58)

Age (y) 18-55 37.8+9.6

Sex (no. female, %) NA 34/58, 58.6

Duration LBP (d) 1-64 27.0£16.0

History LBP (no. with previous

episodes, %) NA 33, 56.9

Leg pain with LBP (no. with leg

pain and LBP, %) NA 35, 60.3

Expectations (ORS) 1-5 NA
Mean rating NA 3.8%1.2
Median rating NA 4.0

PCS score 0-100 34.2+9.2

MCS score 0-100 50.2+10.2

Present pain rating (NRS) 0-10 45+2.6

Worst pain rating (NRS) 0-10 6.7+2.3

Bothersomeness index (ORS) 1-6 NA
Mean rating NA 2.6*x1.0
Median rating NA 2.3

At 6-mo assessment (n=58)

Expectations met (ORS) 1-5 NA
Mean rating NA 4.2+1.0
Median rating NA 4.5

PCS score 0-100 47.9+9.1

MCS score 0-100 53.7+6.8

Present pain rating (NRS) 0-10 1.56+2.1

Worst pain rating (NRS) 0-10 2.3+2.2

Bothersomeness (ORS) 1-6 NA
Mean rating NA 1.7x0.9
Median rating NA 15

NOTE. Values are mean = standard deviation (SD) unless otherwise
indicated.
Abbreviation: NA, not applicable.

analysis was to provide clinicians and researchers preliminary
information that may guide rehabilitation treatment selection or
future research in this area. We tested no specific hypothesis
with the exploratory analysis.

RESULTS

Visual inspection of scatterplots showed no obvious outliers.
Demographic, historical, and self-report data are summarized
in table 1 for the 58 study participants. The mean MCS scores
indicate that this group was at the mean population level for
mental function, and the PCS scores indicate that this group
was below the mean population level for physical function. At
6 months, 23 of 58 patients (39.6%) indicated they were
“somewhat” or “very” satisfied with their symptoms. In con-
trast, 52 of 58 patients (89.7%) indicated they would “proba-
bly” or “definitely” have the same PT treatment again, and 53
of 58 patients (91.4%) indicated their overall rating of their PT
treatment results was “good,” “very good,” or “excellent.”

Satisfaction with present symptoms for rest of life associated
significantly with satisfaction with overall results of treatment
but not with selecting the same treatment again (fig 1). The
association between satisfaction with overall results of treat-
ment and selecting the same treatment again was significantly
higher than the association between satisfaction with symptoms
and overall results of treatment (Fisher z of difference=3.2,
P<.01). These analyses supported our first hypothesis by
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Satisfaction
With
Symptoms

Kendall t-b=.30
(P=007)

Kendall t-b=.23
(P=.046)

— Same
Treatment

Again

Overall
Results of
Treatment

Kendall 1-b=.63
(P=.001)

Fig 1. Associations between satisfaction items.

showing that satisfaction with symptoms correlated weakly
(<0.3) with other satisfaction measures.

All satisfaction measures associated significantly with
whether expectations were met at 6 months (table 2). Satisfac-
tion with symptoms also associated significantly with 6-month
changes in physical function, pain intensity, and symptom
bothersomeness (see table 2). This gave a preliminary indica-
tion that the satisfaction with symptoms item was more likely
to be associated with measures of treatment effect when com-
pared with the other satisfaction items. Significant differences
between “not satisfied” and “satisfied” patients were observed
at 6 months for all hypothesized measures, with the exception
of additional treatment sought (table 3). Patients who were
satisfied with their symptoms had higher physical function, less
pain intensity, and lower symptom bothersomeness at 6
months. These analyses confirmed our second hypothesis that
the satisfaction with symptoms item would be related to mea-
sures of treatment effect.

The discriminant analysis that predicted membership in
the satisfaction with symptoms group included expectations
met and changes in physical function, worst pain intensity,
and symptom bothersomeness. This function was statisti-
cally significant (Wilks A=.66, x5 test=22.28, P<<.01) with
a canonical correlation of .59. The function predicted group
membership with 82.5% accuracy (77.2% with leave-one-
out cross-validation technique), and its 2 strongest absolute
and unique contributors were whether expectations were

1341

met at 6 months and changes in symptom bothersomeness
(table 4).

DISCUSSION

A questionnaire item assessing patient satisfaction with
symptoms may have utility because it did not show a dis-
crepancy between satisfaction ratings and symptom reduc-
tion. Several limitations should be noted when considering
the results of this study. First, this study involved a sample
of patients receiving outpatient PT for acute LBP, which is
quite different than 2previous satisfaction studies that fo-
cused on inpatient?*2*333* or chronic pain popula-
tions.'*'>3% Second, we did not measure the patient-thera-
pist interaction, which is another factor related to patient
satisfaction. Third, we assessed patient satisfaction with
symptoms at 6 months without explicitly considering the
number of recurrent episodes.’®” It is conceivable that
patient satisfaction with symptoms could change if more
distal follow-up points were used or if recurrence were
explicitly considered in the assessment. Fourth, parallel data
analyses (ie, group comparison, prediction) could not be
completed on the other satisfaction items because member-
ship was severely skewed toward satisfied groups. Last, this
was a preliminary study and, as such, involved a small
sample size for the multivariate analysis. Therefore, there is
an increased chance of type II error (not reporting a signif-
icant predictor of patient satisfaction) associated with this
study.

The results of this study support a multidimensional defini-
tion of patient satisfaction and demonstrate that satisfaction
with 1 rehabilitation treatment dimension does not imply sat-
isfaction with all treatment dimensions.*® Patient satisfaction
rates of 75% or §reater have consistently been reported in the
literature.'>'>17-33-3* Patient satisfaction was very high (ex-
ceeding 85%) for the 2 items that we believe are related to
treatment delivery, which was in agreement with previous
reports. In contrast, satisfaction was quite low (39%) for the 1
item that we believe is related to treatment effect. This study
empirically showed that after LBP rehabilitation, patients could
be dissatisfied with ineffective treatment but satisfied with the
care received. This finding is consistent with recent work by
Hirsh et al,"* who found a potential discrepancy in patient
satisfaction with care and patient satisfaction with improve-
ment in a heterogeneous sample of chronic pain patients.
Therefore, ignoring one of these aspects of patient satisfaction
or combining them into one general satisfaction construct may
be inappropriate.?’

As was hypothesized, the satisfaction items we used in this
study were weakly associated with each another. We believe

Table 2: Associations Between Satisfaction Measures, Expectations Met, and Changes in Self-Report Measures

Satisfaction With
Symptoms
for Rest of Life

Overall Results of
Your Treatment
(Spearman p
coefficient, P)

Select Same Treatment
Again (Spearman p
coefficient, P)

Measure (Spearman p coefficient, P)
Expectations met .45, .001
6-mo changes
PCS score .36, .006
MCS score 11, .421
Present pain intensity .29,.028
Worst pain intensity .37, .005
Symptom bothersomeness .44, .001

.73, <.001 .79, <.001
.23,.088 .24,.070
.03, .854 -.01,.925
.14, .314 .20, .131
.25,.066 .39,.003
.11,.419 .16, .386

NOTE. Boldface indicates P<.01.
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Table 3: Differences for Patients Not Satisfied Versus Satisfied With Symptoms for Rest of Life at 6-Month Assessment

Measure Not Satisfied (n=35) Satisfied (n=23) Effect Size P
Expectations met
Mean rating* 3.9+1.1 4.8+0.4 1.01 <.001
Median rating® 4.00 5.00 0.09 <.001
PCS score* 44.3+8.8 53.2+6.6 1.1 <.001
MCS score* 53.7+6.9 53.8+6.9 0.01 .986
Present pain* 24+2.3 0.3+0.5 1.15 <.001
Worst pain* 3.4+2.1 0.6+0.9 1.62 <.001
Bothersomeness index* 2.0+x1.0 1.2+0.3 1.00 <.001
Additional treatment*® NA NA 0.09' .57
Yes (n, %) 12, 34.3 6, 26.1 NA NA
No (n, %) 23, 65.7 17, 73.9 NA NA

NOTE. Values are mean * SD unless otherwise indicated. Boldface indicates P<.01 for group difference.

*Statistical significance determined by independent t test.
TStatistical significance determined by Mann-Whitney U test.
*Statistical significance determined by chi-square test.

*Determined from response to following item, “Other than treatment prescribed by the physical therapist participating in this study, what
other treatment(s) (surgery, medication, or additional therapy) have you had?”

ICramer V.

this finding is another indication that these items assess differ-
ent components of a multidimensional satisfaction construct.
Further, this finding suggests that assessment of multiple com-
ponents of patient satisfaction provides nonredundant informa-
tion. We hypothesized that the item on patient satisfaction with
symptoms was related to satisfaction with treatment effect,
whereas the other items were related to satisfaction with treat-
ment delivery. We believe the additional information gained
comes from allowing patients to consider their satisfaction with
treatment outcome, independent of the process of receiving
treatment. Although we believe these items assess different
aspects of patient satisfaction, we lack definitive empirical
support for these claims. Future studies should incorporate
larger sample sizes that allow for the investigation of latent
variables and the development of causal models.

All 3 satisfaction measures were significantly associated
with whether treatment expectations were met at 6 months (r
range, .45-.79), which is consistent with the theoretical and
empirical links between those 2 constructs.>® However, satis-
faction with symptoms distinguished itself from the other items
by having the lowest association with expectation and by
correlating consistently with measures of treatment effect (ie,
changes in physical function, pain intensity, symptom bother-
someness). In contrast, only 1 of the hypothesized treatment
delivery items had a significant association with a measure of
treatment effect (overall results of treatment with improvement
in worst pain intensity, r=.39). The group comparisons pro-
vided additional support that patient satisfaction with symp-
toms assessed treatment effect. Collectively, these findings
indicate that satisfaction with symptoms diverged from the
other satisfaction items by considering the patients’ perceptions
of the treatment effect, independent of treatment delivery.

Not satisfied and satisfied patient groups were equally likely
to have sought additional treatment for LBP during the
6-month follow-up period. This was one finding that refuted
our original hypotheses and suggests that satisfaction with
symptoms is not related to future health care utilization. This
finding is surprising, considering that pain is a primary reason
for seeking health care,***' but apparently, factors other than
patient satisfaction with symptoms are associated with seeking
additional treatment. Another possible reason for this finding is
that this study lacked a precise measure of health care utiliza-
tion and the statistical power to detect the small difference in
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patients who sought additional treatment (34% of the not
satisfied patients, 26% of the satisfied patients). Future studies
should include specific outcome measures of health care utili-
zation (ie, cost) and consider whether satisfaction with symp-
toms is predictive of future health care utilization for LBP.
Future studies should also consider more specific measures of
mental function, because recent investigations found that mea-
sures of negative mood (eg, depression, anxiety) were signifi-
cant predictors of patient satisfaction.'*'>* Studies that in-
clude these measures of cognition and affect and others that are
specific to chronic LBP (ie, coping style, fear-avoidance be-
liefs) will properly evaluate their role in patient satisfaction
with symptoms. These results also suggest that future studies
focused on developing patient satisfaction measures should
consider the inclusion of items that explicitly assess satisfac-
tion with treatment effect. We recommend that future studies
give equal attention to the internal and external validity of
patient satisfaction measures. Admittedly, the selected ques-
tionnaire items used in the current study lack a thorough
analysis of their internal validity, but we have subjected them
to a level of ecologic scrutiny not commonly reported in the
satisfaction literature.

Longitudinal studies that investigate factors that predict pa-
tient satisfaction are underreported in the literature. Items that
rate symptom bothersomeness and/or unpleasantness are be-
lieved to capture an affective dimension of the pain experi-
ence.*> To our knowledge, ours is the first study to directly
compare affective and intensity pain measures for prediction of
patient satisfaction with symptoms. Our results show that the
affective measure was a stronger predictor of patient satisfac-

Table 4: Absolute and Relative Contributions to Patient
Satisfaction With Symptoms at 6 Months

Structure Standardized
Measure Coefficients Coefficients
Expectations met .73 72
6-mo changes
PCS score .33 .16
Worst pain intensity .46 -.04
Symptom bothersomeness .68 .65
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tion with symptoms (see table 4, Standardized Coefficients),
suggesting that it is inadequate to assess only pain intensity
when investigating patient satisfaction. Previous investiga-
tions”'7*>?? have focused on associations between pain inten-
sity and patient satisfaction measures, with equivocal results. A
reason for these inconsistent findings could be that patient
satisfaction has a stronger relation with affective measures of
pain. Although this explanation for the discrepancy between
pain reduction and patient satisfaction is tentative, the relation
between pain intensity, pain affect, and patient satisfaction
certainly merits future investigation in studies of LBP.

CONCLUSIONS

Patient satisfaction has been highlighted as an important
outcome assessment after LBP rehabilitation, yet the exis-
tence of a discrepancy between symptom reduction and
patient satisfaction has led some to question its utility. We
studied patient satisfaction with symptoms in a group of
patients receiving PT for LBP. Patient satisfaction with
symptoms correlated weakly with other satisfaction items
and was related to self-report measures of treatment effect.
These results suggest that a questionnaire item that assesses
patient satisfaction with symptoms allows patients to distin-
guish between treatment effect and delivery.
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