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Patient satisfaction as an outcome of individualised

nursing care

Background: The association between individualised nurs-

ing care and patient satisfaction has been previously found.

However, there is a lack of studies examining this associ-

ation between individualised care and patient satisfaction

in a cross-cultural study.

Aims: This study examines the association between indi-

vidualised care and patient satisfaction in a sample of

general surgical patients from five European countries.

Methods: A cross-sectional design and survey method were

used to collect data from general surgical patients

(N = 1315, response rate 78%) in 72 inpatient wards in 26

general acute hospitals’ in 2009 using self-completed

questionnaires the Individualised Care Scale and the

Patient Satisfaction Scale. Data were analysed using

descriptive statistics, Pearson correlation coefficients and

multiple stepwise regression analyses.

Results: Surgical patients reported that the care they

received was only moderately individualised overall, but

individuality was taken into account well in patients’

clinical situation and decisional control over care. Patients

were satisfied with their care, mostly with the technical

aspects of care and least with the information given.

There were between-country differences in patients’

perceptions of individuality in care and patient satisfac-

tion. A positive correlation between the level of individ-

ualised care received and patient satisfaction was found,

confirming that individualised nursing care delivery

influences patients’ satisfaction with care and demon-

strating that this quality of care indicator might be able to

be used as a predictor of patient satisfaction, one outcome

of care.

Conclusion: The findings of this study strengthen previous

results and further reporting the existence of a relation-

ship and the positive correlation between individualised

care and patient satisfaction. The results can inform

administrative decisions and policy on introducing

nursing approaches to care that would increase patient

satisfaction.

Keywords: individualised care, patient satisfaction,
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Introduction

There has been an increasing interest in patients’ per-

spective of health care delivery as part of the drive to find

out how health systems can better respond to individual

needs and preferences (1, 2). Most national and interna-

tional health policies regard patient-centredness as one of

the key starting points (2, 3) and expect health care pro-

fessionals to adopt a more holistic approach to care (2).

Although many health care organisations have trans-

formed the effectiveness of care services to achieve positive

patient outcomes (4, 5) such as patient satisfaction (5),

they have ignored the needs of individual patients.

This has been demonstrated by the evidence of service
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provision omissions (6, 7) and the delivery of services that

are not individualised to patients (6, 8, 9) and which do

not meet their diverse needs and preferences (8, 10). Care

has been viewed as impersonal and technical rather than

individualised (10), and research into the effectiveness of

different care delivery changes has been based on average

population benefits (11).

Previously between-country differences in patients’

perceptions of individualised nursing care (12, 13) and the

association between individualised care and patient satis-

faction have been found (7, 14, 15). However, there are

lack of studies examining this association between indi-

vidualised care and patient satisfaction in a cross-cultural

context.

Related literature

Individualised nursing care

Individualised nursing care is designed to meet the needs

and preferences of a particular patient at a particular time

recognising the context in which the care is provided (16).

Such care requires nurses to take account of patient’s

beliefs, values, hopes, needs and desires (15–17) and their

differing states of health and demographic status (18, 19).

Suhonen et al. (9, 17) defined the perception of indi-

vidualised care from the patients’ perspective as the pro-

vision of support for individuality during specific nursing

interventions and care delivery generally. Suhonen (17)

discussed three components of individualised care: (i) the

clinical situation, the patient’s individual reaction to the

clinical aspects of their care (ii) the personal life situation,

the background and personal issues the patient may have

and (iii) the level of decisional control over care that the

patient is able and willing to achieve. These aspects of

individualised care vary between patients, and so infor-

mation must be collected and used so that patients feel

their individuality is genuinely recognised and taken into

account in their care.

Patient satisfaction with nursing care

Most definitions of patient satisfaction include the ele-

ments of subjectivity, expectations and perceptions (20,

21). Patient satisfaction has been described as the absolute

outcome achieved in health care (21) and is ‘‘an important

measure of quality of care giving information on the

provider’s success at meeting those client values and

expectations which are matters on which the client is the

ultimate authority’’ (22: 25). Pascoe (23) defined patient

satisfaction as a recipient’s reaction to salient aspects of the

context, process and result of the service experience.

Furthermore, satisfaction is a useful indicator of health

care quality (24) and a predictor of subsequent health-

related behaviour (23). However, to evaluate the quality of

care provided by nurses, one must identify those elements

most favourably associated with patient satisfaction (25).

To do this, it is useful to measure patient satisfaction with

particular processes or events associated with the care

delivered (20, 26–28).

Individualised nursing care in association with patient

satisfaction

Individualised care has been found to be associated with

positive patient outcomes, such as patient satisfaction (9,

29, 30). The level of evidence about this association varies

and has been described in correlation and intervention

studies. Correlation studies are exemplified by reports that

individualised care positively correlates with satisfaction

with care in a maternity care context (31), in a neuro-

surgical context (30), with adult patients with medical and

surgical conditions (9, 32) and patients with cystic fibrosis

(33). Additionally, Hornsten et al. (34) found that along-

side satisfying encounters characterised by individualised

diabetes care, many people were dissatisfied with clinical

encounters demonstrating elements that threatened per-

sonal perceptions of self and identity.

Although most of these studies demonstrate an associ-

ation between individualised care and patient satisfaction,

they do not provide evidence for a causal relationship.

Three other studies are reported here. In an intervention

study, Leeman et al. (7) tailored a diabetes self-care man-

agement intervention to older African-American women’s

cultural and functional differences. They reported high

levels of satisfaction and improvements in self-care prac-

tices. In a sample of 861 hospitalised adult patients,

Suhonen and colleagues (14) provided strong support for

the positive association of individualised care and patient

satisfaction using structural equation modelling, linking

individualised nursing care directly to the positive patient

outcomes of patient satisfaction and patient autonomy.

Lastly, in a pretest–post-test designed randomised con-

trolled study, Wolf et al. (15) examined the impact of

patient-centred care (PCC) on patient satisfaction and

reported that the PCC group rated satisfaction higher than

the control group.

Aim

The aim of this cross-national study was to examine the

association of individualised care with patient satisfaction

in a sample of general surgical patients from five European

countries. Given the body of evidence described above, the

research assumed a relationship between individualised

care and patient satisfaction. The following research

questions were set: (i) what is the association between

patients’ perceptions of individualised care and patient

satisfaction with nursing care? (ii) are there between-

country differences in patients’ perceptions of individuality
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in care and satisfaction? (iii) which aspects of individua-

lised care may predict patient satisfaction?

Methods

Design, settings and sample

A cross-sectional design and survey method were used to

collect data from surgical patients from 72 inpatient wards

in 26 general acute hospitals in five countries: the Czech

Republic, Cyprus, Finland, Greece and Hungary in autumn

2009 (Table 1).

The sample size required was calculated using NQuery

Advisor for each of the Individualised Care Scale (ICS) and

the Patient Satisfaction Scale (PSS). Calculations assumed

a difference of ±0.5 between the means in the items of the

ICS is significant. At least 233 completed patient ques-

tionnaires from each country were needed for the com-

parison to have enough power (a = 0.01, power 90%).

Each patient was asked to complete the ICS, the PSS and a

socio-demographic questionnaire. To be eligible for the

study, respondents were required to (i) be hospitalised in a

general surgical unit for surgery or any other surgical

treatment, (ii) have spent at least 2 days in the hospital as

an inpatient, (iii) have sufficient mental capacity to com-

plete the questionnaires independently, (iv) be able to

communicate in the native language of the participating

country and (v) be willing to participate in the study as a

volunteer. Using convenience sampling, a total of 1682

questionnaires were distributed, 1342 were returned

(response rate 80%) and of those, 1315 were eligible for

analysis (final response rate 78%).

Measures

The ICS (12, 13, 17, 35) has two parts [Support of Indi-

viduality (ICS-A) and Perceptions of Individuality in care

(ICS-B)] designed to explore patients’ perceptions of the

support and provision of individualised care. ICS-A is

concerned with how individuality has been supported

through nursing activities, and ICS-B focuses on the indi-

viduality the patient perceived in care. In this analysis,

only the 17-itemed ICS-B was used.

The ICS-B consists of three subscales each using a five-

point Likert scale (1 = strongly disagree to 5 = strongly

agree with a neutral mid-point = 3): (i) clinical situation

(ClinB, seven positively worded items), (ii) personal life

situation (PersB, four items) and (iii) decisional control

over care (DecB, six items). The psychometrics and validity

of the ICS instrument have been evaluated in four data sets

(14, 35) and prior to this study were available in Finnish

and Greek (12, 13, 36).

The original PSS was developed within a research project

considering collaborative decision-making (37) (HS Kim,

unpublished data). The PSS was further developed by Kim

(38) (HS Kim, unpublished data) to gather patient views

about nursing care comparing patient satisfaction under

different nursing regimens or as an outcome for particular

nursing interventions. The latest version of the PSS used in

this study (HS Kim, personal communication) is an

11-item instrument conceptualised on two dimensions

according to (i) the components of care needs: technical/

scientific care needs, information care needs, and interac-

tion/support care needs and (ii) evaluative criteria: acces-

sibility, ability/competency and conduciveness. Each item

within the components has a four-point Likert scale:

1 = highly dissatisfied, 2 = dissatisfied, 3 = satisfied,

4 = highly satisfied and produces one score for the scale.

The components of care needs dimension of the PSS were

used in this study: technical–scientific, information and

interaction/support. Summing the item values and then

dividing these figures by the number of items in the

component to obtain average scores for the components

produced the sum variables that were used to describe the

dimension. The higher the score, the more satisfied the

patient.

There is limited published psychometric evaluation on

the PSS. Cronbach alpha coefficients of 0.77–0.89 have

been reported for each of the dimensions (39, 40), the

items correlated strongly with the dimensions and the

dimensions with the total PSS (40). A test–retest reliability

of 0.7 showed reasonable stability over time (40). Addi-

tionally, three-factor analytic procedures supported the

three-factor solution with the technical–scientific, infor-

mational and interaction/support factors, explaining

approximately 77% of the variance. Finally, translation

procedures including a suitability evaluation, assessment

Table 1 Sampling frame and respondents

Total sample Czech Republic Cyprus Finland Greece Hungary

Number of hospitals 26 5 6 7 4 4

Number of wards 72 18 15 14 15 10

Number of distributed questionnaires 1682 380 285 357 280 380

Number of returned questionnaires 1342 287 239 292 250 274

Number eligible for analysis 1315 280 220 291 250 274

Response rate 78 74 77 82 89 72
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of conceptual relevance and standard forward–back

translation with research group discussion (41) were used

to obtain the Hungarian and Czech Republic versions of

the ICS and the Hungarian, Czech Republic and Greek

versions of the PSS. The scales were pilot-tested (n = 30

patients and 30 nurses in each country), from which no

changes to the instructions or questionnaires were

required.

In addition, the following socio-demographic variables

were requested: age, the length of hospital stay, gender,

education, whether the patient was operated (yes/no) and

type of admission (planned or scheduled admission/

emergency admission).

Data collection and ethical considerations

This study was conducted according to general ethical

standards (42) and study protocols in each participating

country. The Ministry of Health of Cyprus [code Y.Y.

5.14.02.4(2)] and the Cyprus National Bioethics Commit-

tee (code EEBK/EP/2008/1) reviewed and approved the

overall research protocol as Cyprus was the co-ordinator of

the project. Research partners in each participating coun-

try were responsible for obtaining ethical approval and

permission to collect the data according to their national

standards. Permissions to use the instruments were

obtained from the copyright holders.

Contact persons in each country distributed the ques-

tionnaires to patients. Respondents completed the ques-

tionnaires at the hospitals, after formally being discharged

but before leaving hospital for home, leaving the ques-

tionnaires, sealed in the envelopes, in designated boxes or

offices in each ward. Prior to the respondents receiving a

questionnaire, they received written and verbal informa-

tion about the purpose of the study, including its voluntary

nature, the right to withdraw and a guarantee of the

maintenance of anonymity, and confidentiality of the data.

The return of the completed questionnaire was considered

to be evidence of informed consent for participation in the

study.

Data analysis

Data were analysed using SPSS 16.0 for Windows (SPSS

Inc., Chigaco, IL, USA). First, descriptive statistics, such as

means, standard deviations, 95% confidence intervals (CI),

frequencies and percentages were used to characterise the

variables measured at item and sum variable (component)

level. Secondly, one-way analyses of variance (ANOVA) with

Brown–Forsythe statistic test for the equality of means and

Tamhane’s pairwise comparisons were computed

(Levene’s test was used to test whether homogeneity of

variance had been violated) to compare the means by

country. Thirdly, Pearson’s correlation coefficients for the

measured ICS subscales and the PSS were used.

Fourthly, stepwise multiple regression analysis was used

to examine the level of determination the ICS single sub-

scales (clinical situation, personal life situation, decisional

control over care) conceptualised to decide how far the

individualised care scores explained the variance in the

PSS scores. The results demonstrate the overall explana-

tory power of all the predictor variables (R2) and the rel-

ative importance of individual predictors in the specific

analysis when the standardised regression coefficient

(beta) is inspected. Multicollinearity was examined using

tolerance values and the variance inflation factor (VIF).

These indices define the proportion of variability of that

variable that is not explained by its linear relationships

with the other independent variables in the model (43).

Finally, Cronbach’s alpha coefficients were calculated as a

measure of internal consistency for the scales.

Results

Respondents

The mean age of the respondents ranged from 47.1 ± 18.2

to 59.1 ± 14.4 years, the youngest were in Cyprus and the

oldest in Finland (Table 2). Approximately half of the

respondents were female, but in Hungary, two-thirds were

female. The majority of the respondents had surgery dur-

ing their hospitalisation (64–87%). Cypriot respondents

were admitted as an emergency case more often than

respondents from other countries. The average length of

the hospitalisation ranged from 6.0 to 16.7 days, the

shortest stay was in Finland and the longest in Hungary.

Descriptive statistics

Surgical patients were satisfied with the care (Meantotal

3.31 ± 0.59). Within this total, the highest scores were

achieved in the technical qualities of care component, and

the lowest, least satisfied, were with the information care

needs (Table 3). In the ICS-B, patients perceived that the

care they received was only moderately individualised

(Meantotal 3.83 ± 0.86). Respondents reported that their

decisional control over care was well maintained, as was

the individuality of their clinical situation, but their per-

sonal life situation was not perceived to be taken into

account in care to any great extent.

The results of the cross-country comparison (ANOVA)

showed that there were significant cross-country differ-

ences in the different national means of the PSS (Brown–

Forsythe statistic = 22.085, p < 0.001) and the ICS-B

(Brown–Forsythe statistic = 23.09, p < 0.001). In the PSS,

Tamhane’s pairwise comparisons showed that Greece had

a significantly lower mean compared with all the other

countries (p < 0.001 for Cyprus, Hungary and Finland and

p = 0.048 for the Czech Republic). Moreover, the Czech

Republic had a significantly lower mean compared with
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Cyprus, Finland (both p < 0.001) and Hungary

(p = 0.004). In the ICS-B, Tamhane’s pairwise compari-

sons showed that once again Greece had a significantly

lower mean compared with all the other countries

(p < 0.001). Cyprus had a significantly higher mean

compared with Hungary (p = 0.042), the Czech Republic

(p < 0.001) and Greece (p < 0.001).

Correlations

Pearson’s correlation coefficients were calculated to define

the relationship between the PSS and each of the subscales

of the ICS-B to determine the existence, type and strength

of the associations. All the subscales of the ICS-B were

significantly related to the PSS, when considered individ-

ually. Pearson’s correlations between the PSS and the ICS-

B were moderate ranging from 0.55 to 0.65 and were all

statistically significant at the level of p = 0.01. This means

that respondents’ perceptions of the maintenance of indi-

vidualised care are highly positively associated with their

satisfaction with nursing care (Table 4).

Stepwise multiple regression analysis

The predictive ability of the factors of ICS-B was next

evaluated by regressing the PSS on the three ICS subscales,

using stepwise multiple regression analyses (Table 5). Of

those factors that affected the PSS, a multiple R of 0.672

was obtained, showing that 45% of the variance in the PSS

was explained by all the factors of ICS-B. ClinB accounted

for the largest portion of the variance (42%), and DecB

had a significant contribution, with an explanation of 3%

of the variance. The positive beta-coefficients showed that

patients who gave higher values individually in ClinB and

DecB were more likely to be satisfied compared with other

patients. PersB did not account for any significant amount

of the variance of the PSS. There was no problem of

multicollinearity because none of the values was larger

than 10 (44).

Discussion

The findings of this study demonstrated a positive corre-

lation between individualised care and patient satisfaction

as in previous studies (7, 14, 15) which goes some way to

confirming this relationship (30, 33). This is surprising

because the different participating countries have differ-

ently organised and managed health care systems. One

explanation may be that surgical contexts in the partici-

pating countries may have more similarities than their

health care systems as a whole.

Patients’ perceptions of individualised care explained

45% of the variance in patient satisfaction and within

these perceptions surgical patients were mostly satisfied

with the technical qualities of care and least satisfied with

the level of information delivered. This may be explained if

nurses’ technical competences in providing care in surgical

patients are similar. This might demonstrate that technical

skills taught in the many kinds of nursing schools are at a

similar level and are recognised as such by patients being

cared for in different European countries. In contrast,

abilities in meeting the informational needs of patients

may vary according to the clinical and educational condi-

tions in the participating countries. This difference is

Table 2 Demographic data of the respondents

Total sample

N = 1315

Czech Republic

n = 280

Cyprus

n = 220

Finland

n = 291

Greece

n = 250

Hungary

n = 274

Age, mean (SD) 53.8 (16.8) 51.6 (17.1) 47.1 (18.2) 59.1 (14.4) 53.4 (18.4) 56.3 (13.5)

Range 17–94 18–94 17–86 17–88 18–90 20–86

Hospital stay (days), mean 10.2 (12.4), 1–120 10.6 (9.7), 1–62 6.3 (7.5), 1–75 6.0 (5.6), 1–43 11.0 (12.6), 1–120 16.7 (18.8), 1–110

Gender (%)

Male 48 54 55 47 53 34

Female 52 46 45 53 48 66

Education (%)

No education 2 1 2 1 4 0

Primary 25 17 24 48 24 14

Secondary 43 52 51 24 38 54

College 17 13 12 20 16 21

University 13 17 11 7 18 11

Operation (%)

Yes 79 79 64 78 87 84

No 21 21 36 22 13 16

Type of admission (%)

Planned/scheduled 65 62 45 68 62 84

Emergency 35 38 55 32 38 16
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important as it has been reported that patients with ade-

quate information become more involved in their own

care and their subsequent participation in care leads to

greater patient satisfaction (45).

Overall, patients perceived that the care they received

was only moderately individualised and within this patients

reported their decisional control over care was well

maintained. It is notable that not all patients consider it

important that they take an active part in decision-making

(46) so a high score in this area does not necessarily reflect a

high level of involvement in decision-making. Additionally,

there are between-country differences in the involvement

of patient decision-making concerned with differences in

health and social care policies, clinical practices and

organisations (12, 47). Moreover, organisational cultures in

health care institutions differ from other cultures because of

hospitals’ unique managerial and organisational structures

(48). Assumptions, values, behaviours and attitudes

common in health care settings are rooted in traditions and

are strictly adopted by the personnel (49).

Respondents personal life situation was largely not taken

into account in the care delivered. This is similar to pre-

vious studies in different nursing care environments (12).

For example, in Greece, low numbers of nursing staff

inhibit the assessment and integration of patients’ every-

day activities that comprise the personal life situation, such

as work and leisure activities, previous experience of

hospitalisation, personal habits, and the level of family

participation, into care (50, 51).

Limitations

Some limitations of the research need to be considered

alongside the interpretation of the results. Although the

sample and national subsamples were large enough justified

by power calculations, the use of national convenience

samples might suggest that the results are not at all gener-

alisable to the populations from which they were taken.

However, in mitigation, cautious generalisations are possi-

ble as some of the samples are representative at a national

level. For example, the Cypriot sample represents total

sampling of the hospitals on the island, and the Greek data

were obtained from hospitals that take patients from all over

the country. In Finland, data were collected from numerousT
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Table 4 Correlations between the subscales of the Individualised Care

Scale (ICS-B) and the Patient Satisfaction Scale (PSS)

ICS subscales

Clinical

situation B

Personal

life

situation B

Decisional

control over

care B

PSS Pearson correlation 0.649** 0.545** 0.626**

p-Value <0.001 <0.001 <0.001

**Correlation is significant at the 0.01 level.

� 2011 The Authors

Scandinavian Journal of Caring Sciences � 2011 Nordic College of Caring Science

Individualised care results in patient satisfaction 377



hospitals at all levels, university, central and regional,

enhancing the representativeness of the samples. Addi-

tionally, within these mitigations, the response rates were

good (72–89%) further enhancing representativeness.

The explanatory power of this five European country

study was increased beyond the national perspective of

previous studies (7, 15, 35). Moderate correlation coeffi-

cients, showing positive and statistically (p < 0.001) sig-

nificant correlations between individualised care subscales

and patient satisfaction, ranged from 0.545 to 0.569 (52).

However, the content of the two scales, the ICS and the

PSS, which represent two different concepts, may share

similar interpretations as the coefficient of determinations

range was 0.425–0.452 (52). The ICS and the PSS include

domains where nursing care delivery and nurses’ activities

have a strong influence on patients’ care satisfaction and

individualised care delivery. However, it should be noted

that a good experience of care has been shown to influence

the expectation of patients in future care periods.

Although patients’ perceptions of individualised care

explained 45% of the variance in patient satisfaction, there

is still a need to explore the patients’ framework for eval-

uating care, their perceptions of individualised care and of

satisfaction, from a qualitative perspective, in an inductive

study of the patients in context. This would complement

quantitative studies answering the criticism that there is a

danger in relying too heavily on patient’s questionnaire-

based, superficial responses to care. In addition, the asso-

ciation between individualised care and patient satisfaction

could be further examined using structural equation

modelling, e.g. LISREL in a multinational sample to verify

this association.

Conclusions

Measuring patients’ perceptions of individualised care and

patient satisfaction are ways to begin to evaluate and

understand care quality from the patients’ perspective (1,

2). Currently, there is little evidence describing the rela-

tionship between nursing care activities and their associ-

ation with the patient satisfaction as an outcome of care.

These findings support previous studies (7, 14, 15) further

reporting the existence of a relationship and the positive

correlation between individualised care and patient satis-

faction (12, 13). There are between-country differences in

patients’ perceptions of individuality in care and patient

satisfaction. Further research will be needed to examine

the effect of patient characteristics’ and health care orga-

nisation and cultural variables in association with patients’

perceptions of individualised care.

In previous studies, individualised care has been

reported to be an activity in which nurses adjust nursing

care to take account of their patients’ unique states of

health and demographic status (18, 19). Individualised

care delivered in this patient-centred way defines caring

and the nurses’ role. However, studies into how this is

done in practice to improve patient outcomes are few.

Oflaz and Vural (53) reported that nursing care is an

integrated combination of specific nursing activities, and to

improve nursing practice, we need to clarify how each

nursing activity affects the perceptions of patients.

Although this is useful, it does not go as far as considering

individualised care delivery in association with patient

satisfaction, as an outcome of care. In this study, indi-

vidualised care has been well correlated with patient

satisfaction providing some further evidence that individ-

ualised care is a predictor of patient satisfaction.

It has been argued that care cannot be of high quality

unless the patient is satisfied (54) and patient satisfaction

has been found to be a predictor positive, health-related

behaviour (23). As hospital stays become shorter (5)

requiring patients and perhaps their families to take

responsibility for their condition and situation earlier than

previously, it follows that the ability of patients to care for

themselves after such a hospital care episode and their sat-

isfaction will be enhanced by individualising nursing care of

each patient (14, 28). The results can be used in clinical

practice because the introduction or development of indi-

vidualised care can be used to increase patient satisfaction.
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Idvall E, Kalafati M, Katajisto J, Land

L, Lemonidou C, Schmidt L, Leino-

Kilpi H. The impact of patient char-

acteristics on orthopaedic and trauma

patients’ perceptions of individualised

nursing care. Int J Evid Based Healthc

2010; 8: 259–67.

20 Linder-Pelz SU. Toward a theory of

patient satisfaction. Soc Sci Med 1982;

16: 577–82.

21 Mahon PY. An analysis of the concept

‘patient satisfaction’ as it relates to

contemporary nursing care. J Adv

Nurs 1996; 24: 1241–8.

22 Donabedian A. Explorations in Quality

Assessment and Monitoring, Vol. 1,

Definition of Quality and Approaches

to its Assessment. 1980, Health

Administration Press, Ann Arbor, MI.

23 Pascoe G. Patient satisfaction in pri-

mary health care: a literature review

and analysis. Eval Program Plan 1983;

6: 185–210.

24 O’Connell B, Young J, Twigg D.

Patient satisfaction with nursing care:

a measurement conundrum. Int J

Nurs Pract 1999; 5: 72–77.

25 Green A, Davis S. Toward a predictive

model of patient satisfaction with

nurse practitioner care. J Am Acad

Nurse Practition 2005; 17: 139–48.

26 Jenkinson C, Coulter A, Gyll R,

Lindström P, Avner L, Höglund E.
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30 Acaroğlu R, Şendir M, Kaya H, Soysal

E. The effects of individualized nurs-

ing care on the patient satisfaction

and quality of life. _IÜ FNHYO
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