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Abstract

Background. Measurement of patient satisfaction plays an important role in the health care
practice to improve overall health care delivery of health care organizations, to do effective
strategic decision making and monitoring of health care performance. There is a shortage of
studies conducted about patient satisfaction with health system of former Soviet Union
countries, as the range of patient satisfaction studies is limited mainly to countries of the USA
and Europe (Footman et.al. 2013). Consequently, there is no standard scale which can be
used for studies about patient satisfaction with physician-patient communication.

Aim. 1) to identify the level of patient satisfaction with physician — patient communication in
outpatient care; 2) to explore factors associated with patients’ satisfaction with physician-
patient communication.

Methods. Pilot study with recruitment of 100 patients through consecutive sampling was
conducted at the JSC “National center for neurosurgery”, Astana, Kazakhstan. Patients were
surveyed right after the consultations in the outpatient care units of the clinic. Questionnaire
contained scale adopted from the patient satisfaction questionnaire of Royal College of
General Practitioners (Family Doctors in UK), along with socio-demographic, health status
variables. Results were analysed using binary, multiple logistic regression through the Stata
statistical software (StataCorp, LLC).

Results. An overwhelming majority of patients was overall satisfied with the consultation
with doctor (90%). Statistically significant association was found between patient satisfaction
and patients’ ethnicity, region and number of chronic diseases (p-value < 0,1). Patients were
especially satisfied with shared-decision making aspect of the consultation (90%), as well as

the delivery of information by doctors (87%).



Conclusion. Communication patterns of physicians had big impact on general assessment of
provided care by patients. Further validation of the used scale is recommended for its

possible introduction into the practice of healthcare organizations.



Introduction

According to the World Health Organization (WHO) standards of care, there are six
domains of health care quality which ensure that patient obtain desired health care outcomes.
Thus, health care service must be safe, effective, timely, efficient, equitable and people-
centered. Not so many times ago, health care had a basis of paternalistic model, where only
healthcare professionals managed decisions for patients. Such model was used because of the
existed believe that healthcare professionals had enough necessary skills to be experts who
should be the only ones who can plan the whole care and treatment (Mazurenko et al 2015).
Undoubtedly, physicians are experts in their sphere with clinical background and knowledge
they have, but the role of patients shouldn’t be underestimated in the decision making.
General public is realizing that each patient carries his or her own personal experience and
knowledge that may play important role in their plan of medical care. Thus, time when
physicians were only the ones who were involved in the decision making had past, and efforts
are made on the transition to a model of care where patients are actively involved in planning
of their care (Press and Richards 2015). Such changes in the general public’s opinion led to
the rise of a new model of shared-decision making, which is becoming widely used
worldwide (O'Connor et al 2007). The effectiveness of such approach to the delivery of
medical care made governments and healthcare organizations to pay attention to this
paradigm and follow it. (Meterko et al 2010, Hansson et al 2015). By this way, expectations
of patients from the medical care had evolved and now include patients’ desire to take part in
decision making of their care (Royal College of General Practitioners 2014).

Patient-centered care has several aspects which can be listed as following: recognition
of each patient’s uniqueness of values, experience, preferences and needs; maintaining
emotional and physical support; stimulating a therapeutic relationship between the patient
and healthcare professionals; encouraging a contribution of information, power and
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responsibility through involvement of patients and their representatives in the care process;
managing of the care process to meet the patients’ needs and making sure continuity of care
(Royal College of General Practitioners 2014, Australian Commission on Safety and Quality
in Health Care 2010, Mazurenko et al 2015). Analyzing listed above aspects of patient-
centered care, we can state that physician-patient relationship highly depends on a
communication between physician and patient. It was identified that physicians who had
complaints about their malpractice had also high frequency of complaints about their
communication with patients (Hickson, 1994). It is important to note that by malpractice we
don’t mean lack of especial warmth towards patients or expression of empathy. Instead, by
the communication between patient and physician is meant an interaction which helps to
reach high quality care for the patient, with consequent positive effect on the health of
patient. Studies show the importance of informing, positive attitude and talk, friendly
atmosphere in gaining of patients’ satisfaction. In addition, it was reported that patients are
more satisfied with the communication with doctor, when they are encouraged to ask
questions, informed about the possible side effects and generally feel themselves at ease
(Walker, Arnold, Miller-Day, & Webb, 2001).

Many studies exist exploring the patient satisfaction, especially such studies which
gave extensive attention to the communication patterns between physician and patient
(Stewart 1995). Several of them indicate that there are other factors influencing patient
satisfaction apart from the physician-patient communication, related to patients’ age, health
status, sociodemographic characteristics and service expectations (Naidu 2009; Sitzia and
Wood 1997). Delivering health care service which corresponds to high patient satisfaction
would be key promoter of compliance with treatment, service utilization and loyalty of
patients (Prakash 2010). Patients were observed to lack treatment adherence and advice of
physicians if they feel dissatisfied with a consultation (Stewart 1995). Some studies indicate

2



that physician-patient communication can be assessed through derivation of differences
between physician and patient. It was identified that after consultations, perceptions of
physicians and patients differ referring to the disease level, cause and nature of the problem,
along with the content of the consultation (Ahlén and Gunnarsson 2013; Ha and Longnecker
2010). Measurement of patient satisfaction plays an important role in the health care
administration and planning to improve overall health care delivery of health care
organizations, to do effective strategic decision making and monitoring of health care
performance (Rivers and Glover 2008).

There is a lack of studies about patient satisfaction with health system of former
Soviet Union countries, as the range of patient satisfaction studies is limited mainly to
countries of Europe and the US (Footman et.al. 2013). There is a qualitative study recently
conducted on the identification of patients’ beliefs about patient-centered care and providers
in Kazakhstan, which showed the presence of miscommunication between patients and
physicians leading to dissatisfaction with medical care among patients in Kazakhstan
(Zhumadilova, Craig & Bobak 2018). Researchers claim that such results are observed
because of the health care system managed by the Ministry of Health of Kazakhstan, where
policies are concentrated on the punishment of health care organizations for high complaint
ratings instead of exploring the problem for possible solutions. More studies are needed to
explore patient satisfaction in the outpatient settings in Kazakhstan, focusing on the patient-
doctor communication aspects of the care, utilizing quantitative study designs and using
standardized measurement tools.

This pilot study’s aims: 1) to identify the level of patient satisfaction with physician —
patient communication in outpatient care at the JSC “National center for neurosurgery”, and
2) to explore factors associated with patients’ satisfaction with physician-patient

communication.



Methods
Study Design

A cross-sectional study design was utilized for this patient satisfaction survey. It was
conducted at the outpatient clinics of the JSC “National center for neurosurgery” in Astana,
Kazakhstan, a clinic which provides the full range of neurosurgical services, such as
diagnosis and rehabilitation of patients using the most up-to-date treatment methods. Study
was approved at the Nazarbayev University School of Medicine’s Research Ethics
Committee, and the Bioethics committee of the JSC “National center for neurosurgery”. All
the confidentiality and anonymity aspects and associated bioethical issues in non-
interventional research were followed. Patients were acquainted with study aim, and verbal
informed consent was obtained before the completion of the structured questionnaires. These
questionnaires contain 3 sections, with background and health information of the patients and
standardized scale assessing the patient satisfaction with physician-patient communication.
Participants

A total number of 125 patients were invited to participate in the study, from which
114 agreed to complete the survey with response rate of 91.2%. Participants of the study were
selected by the method of continuous recruitment of patients in the outpatient departments of
JSC "National Center for Neurosurgery”. Investigator approached consecutive patients right
after the consultations or office visit to physicians in the departments of outpatient care, to
explain the purpose and procedures of the study and obtain verbal informed consent, then
questionnaire respectively, in the waiting room. Each patient was given unique code and
number for the purposes of maintaining anonymity and confidentiality.
Measures

Study was based on the questionnaire of patient satisfaction from Royal College of
General Practitioners (Family Doctors in UK), consisting of 11 items, rated on a seven-point
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scale (from “poor to fair” to “outstanding”), with involvement of additional questions
regarding the patient’s sex, age, marital status, educational attainment, ethnic origin,
occupational status, average personal income per month, region, health status. Questionnaires
were translated to Russian and Kazakh languages. Before the actual study, pre-test was
conducted in order to check the validity of the questionnaire.
Data analysis

Some questionnaires contained missing answers, and thus were eliminated from the
database. Among 114 patients who filled the answers, data for 100 patients was fully
available. Data was missing in different sections, but no any special trends for missing
variables were observed.

All answers were recoded as they were ordered in the questions of the questionnaire.
New binary variables were generated for the scales’ questions, adopted from Royal College
of General Practitioners (Family Doctors in UK) including 11 items, which were taken from
the dividing of answers rated on a seven-point scale (from “poor to fair” to “outstanding”)
into 2 groups. To be precise, answers from 1 to 3 (out of 7 response options) were
categorized to “Unsatisfied”, while answers from 4 to 7 were categorized to “Satisfied”.
Another new dichotomous variable was generated through identifying sum of all encoded
dichotomous variables from the scale, calculating mean and identifying it’s cut off to be
equal 20.19 (the midpoint between “unsatisfied” and “satisfied”), analogically categorizing
variables to two groups corresponding to value 1 (“unsatisfied”) and value 2 (“satisfied”).

After conducting descriptive analysis of variables, where percentages of each
explanatory variables were identified, the chi-square test was applied for the comparison of
differences in proportions of independent variables between unsatisfied and satisfied groups.
Bivariate analysis was done using logistic regression between explanatory variables and
generated dichotomous variables to identify the characteristics of patients that were
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unsatisfied and satisfied, also to assess the strength of association between each independent
variable and the dependent variable. Statistically significant variables (p-value < 0.1) were
chosen from the binary logistic regression and processed to the multiple logistic regression to
measure the strength of associations between the independent variables and the dependent
variable. Although, not all categories or ranks of independent variables showed statistical
significance, they were further proceeded to the multiple logistic regression for the test of
possible relevance to the satisfaction of patients. Additionally, the percentage of unsatisfied
patients was identified for each variable of the scale to identify problematic sides of patient-
physician communication in that clinic. The whole analysis was done using Stata statistical

software (StataCorp, LLC).

Results
Background information about patients

Patients characteristics were described using 11 questions about socio-economic,
demographic, health information, the results of which are given in Table 1. Basically, from
100 patients, more females participated in the survey than males (57% and 43%,
respectively). The age distribution was quite wide, but with the majority being identified to
refer to age groups of 25-34 years and retired (>55 years) patients, 28% and 29%,
respectively. Most patients had undergraduate level of education (44%). Vast majority of
patients were Kazakhs, others being of Russian, Ukrainian and Ossetian ethnicity (80% and
20%, respectively). The highest percentage of patients was from Astana city (36%), while
others gathered from different regions of Kazakhstan, except Almaty city. For the analysis,
these regions, except Astana city, were categorized into 5 regions of Kazakhstan, such as

Central, North, South, West and East Kazakhstan. Regarding the health status of patients,



59% had chronic diseases, mostly with 1 chronic disease type (22%). Overall, majority of
patients were satisfied with their health (57%), but 23% claimed that they have poor health.

Table 1. Background information including socio-demographic, health status characteristics
of study participants, N=100 (continued)

Variable n %
Aqge group
18-24 5 5
25-34 28 28
35-44 19 19
45-55 19 19
>55 29 29
Sex
Male 43 43
Female 57 57
Marital status
Single 20 20
Married 67 67
Divorced or separated 7 7
Widowed 4 4
Cohabiting 2 2
Educational attainment
Primary school 8 8
Secondary school 21 21
College/diploma 26 26
University/degree 44 44
Postgraduate 1 1
Ethnicity
Kazakh 80 80
Other 20 20
Occupational status
Unemployed 10 10
Employed full-time 38 38
Employed part-
time 8 8
Retired 25 25
Casual worker 2 2
Not working due to
ill health 12 12
Housewife 3 3
Other 2 2




Variable n %
Average personal
income per month (tenge)
<50.000 27 27
50.001 - 100.000 32 32
100.001 - 150.000 17 17
150.001 - 200.000 10 10
>200.000 14 14
Region
Astana city 36 36
Central Kazakhstan 8 8
North Kazakhstan 22 22
South Kazakhstan 16 16
West Kazakhstan 9 9
East Kazakhstan 9 9
Chronic diseases
Yes 59 59
No 41 41
Number of
chronic diseases
1 22 22
2 16 16
3 6 6
>3 15 15
Health status
Very good 3 3
Good 17 17
Satisfactory 57 57
Poor 23 23

Patient satisfaction with physician-patient communication

Binary logistic regression analysis was done using comparison of dichotomous
dependent variable of patient satisfaction with all explanatory variables from the
questionnaire, such as sex, age, marital status, educational attainment, ethnicity, occupational
status, average personal income per month, region, presence of chronic disease, quantity of

present chronic diseases and how patients overall rates his or her health (Table 2).
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Categorized Odds ratios, p-value and 95% CI for this analysis are represented in the
Table 2. Because of the relatively small sample size, for this study, p-values < 0.1 are
accepted as significant. Obtained p-values of variables were generally not statistically
significant, but some inside categories of variables like ethnicity, region and variable
identifying the quantity of chronic diseases (“How many chronic diseases do you have?” )
showed some tendency for the statistical significance, with p-values being equal to 0.1 for
ethnicity, 0.087 for region and 0.026 for number of chronic diseases. Thus, it was found that
the representatives of other ethnicities had 3.63 (95 % CI: 0.78-16.92) times higher odds of
being satisfied with patient-physician communication, compared to Kazakh patients. In
addition, patients from the East Kazakhstan were less satisfied with physician-patient
communication than Astana city residents (OR=0.267, 95% CI: 0.056-1.214). Finally,
patients with one type of chronic disease had 10.889 times higher odds of being satisfied with
physician-patient communication than patients who didn’t have any chronic disease.
Interestingly, odds of being satisfied with physician-patient communication were twice as
less as in females than in males, although this finding wasn’t statistically significant.

Table 2. Bivariate logistic regression of patient satisfaction with physician-patient
communication as an outcome with independent, explanatory variables

Odds
Variable Patient satisfaction/communication (%) ratio p-value 95% CI
Age group Unsatisfied Satisfied
18-24 20 80 ref
25-34 25 75 0.75 0.811 0.0714-7.883
35-44 36.84 63.16 0.429 0.486 0.04-4.637
45-55 15.79 84.21 1.333 0.823  0.108-16.479
>55 24.14 75.86 0.785 0.841  0.075-8.243
Sex
Male 18.6 81.4 ref
Female 29.82 70.18 0.538 0.208  0.207-1.398
Marital status
Single 25 75 ref
Married 23.88 76.12 1.063 0.918 0.333-3.38
Divorced or separated 28.57 71.43 0.833 0.853  0.121-5.724
Widowed 25 75 1 1 0.084-11.931
Cohabiting 50 50 0.333 0.466  0.017-6.374
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Odds

Variable Patient satisfaction/communication (%) ratio p-value 959% CI
Educational attainment
Primary school 37.5 62.5 ref
Secondary
school 15.38 84.62 3.3 0.26 0.413-26.366
College/diploma 24.14 75.86 1.886 0.455  0.357-9.967
University/degree 26.53 73.47 1.662 0.525 0.347-7.95
Postgraduate 100 1
Ethnicity*
Kazakh 28.75 71.25 ref
Other 10 90 3.63 0.101  0.779-16.923
Occupational status:
Unemployed 30 70 ref
Employed full-time 21.05 78.95 1.61 0.551  0.337-7.658
Employed part-
time 37.5 62.5 0.714 0.738  0.099-5.118
Retired 24 76 1.357 0.714  0.265-6.958
Casual worker 100 1
Not working due to
ill health 33.33 66.67 0.85 0.867  0.141-5.228
Housewife 33.33 66.67 0.85 0.913  0.055-13.477
Other 100 1
Average personal
income per month
(tenge)
<50.000 37.04 62.96 ref
50.001 - 100.000 20.69 79.31 2.255 0.181  0.686-7.416
100.001 - 150.000 13.33 86.67 3.824 0.118 0.712-20.539
150.001 - 200.000 20 80 2.353 0.334  0.415-13.341
>200.000 28.57 74.74 1.471 0.589  0.363-5.952
Region*
Astana city 25 75 ref
Central Kazakhstan 100 1
North Kazakhstan 13.64 86.36 2111 0.307 0.504-8.843
South Kazakhstan 37.5 62.5 0.556 0.361  0.157-1.963
West Kazakhstan 22.22 77.78 1.167 0.862 0.204-6.668
East Kazakhstan 55.56 44.44 0.267 0.087  0.056-1.214
Chronic diseases
Yes 19.64 80.36 ref
No 32.56 67.44 0.51 0.146  0.202-1.267
Number of
chronic diseases*
1 4.54 95.55 10.889 0.026  1.324-89.579
2 18.75 81.25 2.247 0.261  0.548-9.218
3 50 50 0.519 0.456  0.092-2.912
>3 26.67 73.33 1.426 0.597  0.383-5.305
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Variable

Patient
satisfaction/

communication Odds ratio p-value
(%) 95% ClI
Health status
Very good 100 1
Good 23.53 76.47 0.903 0.893  0.202-4.029
Satisfactory 28.07 71.93 0.712 0.561 0.226-2.241
Poor 21.74 78.26 1

*statistically significant values (p-value < 0.1)

Further, multiple logistic regression analysis was conducted for the outcome of patient

satisfaction with physician-patient communication including into the model all the

statistically significant variables obtained from the bivariate logistic regression analysis

(Table 3).

Table 3. Results of multivariate logistic regression of Patient satisfaction with physician-
patient communication as an outcome with ethnicity, region and number of chronic diseases

in patients
Odds
Variable ratio p-value 95% CI
Ethnicity 2.694 0.272 0.459-15.781
Region
Astana city ref
Central Kazakhstan 1
North Kazakhstan 1.687 0.509 0.357-7.979
South Kazakhstan ~ 0.303 0.13 0.064-1.421
West Kazakhstan 0.784 0.805 0.114-5.373
East Kazakhstan 0.083 0.016 0.011-0.628
Number of

chronic diseases

1 26.874 0.007
2  3.558 0.116
3 0.367 0.298
>3 2.759 0.219

2.468-292.604
0.731-17.325
0.056-2.417
0.546-13.943

In this multivariate model, ethnicity lost its statistical significance ( p-value > 0.1). Similar

trend as in bivariate analysis was observed with patients coming from the East Kazakhstan,

with 0.083 times lower odds of being satisfied with physician-patient communication than
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patients from Astana city (95% CI: 0.011-0.628). Finally, patients having one type of chronic
disease had 26.874 times higher odds of being satisfied with physician-patient
communication than patients who didn’t have any chronic diseases at all (95% CI: 2.468-
292.604).

To identify relatively problematic aspects of the communication between physicians
and patients basic descriptive analysis with the percentage of satisfied patients was conducted
(Table 4). It was found that, generally, patients were satisfied with the communication they
had with their physicians, with 90% of patients indicating that they were satisfied overall
(Table 4).

Table 4. Percentage of satisfied patients with each aspect of Royal College of General
Practitioners (Family Doctors in UK) scale about physician-patient communication, N=100

% %
Ne Question (Satisfied) (Unsatisfied)
1 Making you feel at ease... 81 19
2 Letting you tell "your" story... 81 19
3 Really listening... 76 24
4 Being interested in you as a whole person... 79 21
5 Fully understanding your concerns... 83 17
6 Showing care and compassion... 83 17
7 Being positive... 84 16
8 Explaining things clearly... 87 17
9 Helping you to take control... 85 15
10 Making a plan of action with you... 90 10
1 Overall, how would you rate your consultation 90 10

with this doctor today?

As result, it was identified that mostly patients were not satisfied with the way how
physicians were listening to them, so 24% of patients think that physicians were not really
listening to them, while 21% of patients think that physicians were not interested in them as a
whole person. The next points that made patients stay unsatisfied include making feel patients

at ease and letting tell their story, where both were equal to 19%.
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Discussion

Study derived high overall patient satisfaction with physician-patient communication.
Although, some independent variables like age, sex, education level had theoretical
importance and were illustrated as potential confounders in previous studies, they didn’t
show statistically significant values and any associations related to patient satisfaction in our
study. Instead, we found that ethnicity, region and number of chronic diseases showed some
trends for statistically significant association with patient satisfaction with physician-patient
communication. It was found that the odds of being satisfied with the physician-patient
communication is 3,63 times higher in representatives of other ethnicity rather than Kazakhs.
This was an interesting observation, as despite the fact that majority of patients were Kazakhs
(80%), remaining 20% were from other ethnicity such as Russian, Ukrainian and Ossetian,
their ratings of the consultations with doctors were significantly high. This observation may
rise the presence of the cultural differences in the perception of communication between
doctor and patient and needs further exploration. Previous studies differ in their findings,
where the association between nationality of patients and their satisfaction with primary
health care was explored. On the one hand, there are studies which show that non-nationals
had higher satisfaction with provided primary care, rather than nationals (Majeed Alhashem,
Alquraini, and Chowdhury 2011). On the other hand, other studies were found showing no
significant difference between Saudi and non-Saudi patients satisfaction with provided
primary care (Mansour and Al-Osimy, 1993; Al-Doghaither and Saeed, 2000).

Analyzing different regions of Kazakhstan, generally, patients from all listed regions,
except for East Kazakhstan, were mostly satisfied. No any relevant studies, exploring the
patient satisfaction with physician-patient communication were found for the East
Kazakhstan region. However, there was found only one study which explored the satisfaction
of mothers with the quality of hospital services in East Kazakhstan. Still, study revealed
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substandard quality of hospital services in the institutions of the East Kazakhstan, with 51.8%
of female patients responding that they were satisfied with delivered medical care quality,
while other percentages of respondents indicated that current quality of care needs substantial
improvements (Dauletyarova et al. 2016). In addition, study revealed a need in psychological
counseling for mothers in all maternity facilities of the East Kazakhstan. Thus, we can
further test our findings in patients coming especially from that region of Kazakhstan to do
some assumptions, such as association with poor quality of life or other confounding factors,
that could present explanation for the observed tendency.

Furthermore, the multivariate analysis showed that less number of chronic diseases
lead to more patient satisfaction with provided doctor’s consultation, compared to having
multiple chronic diseases, except the case when patients had 3 types of chronic diseases.
There are several studies exploring the association between patients’ chronic illnesses and
patient satisfaction with consultation (Little et al. 1999; Udonwa and Ogbonna 2012). One of
them shows that patient satisfaction influenced a duration of patient disease (Little et al.
1999). Other study shows that because of the fact that patients with chronic illnesses know
more about their health status than patients with acute disease, they need more psychological
support and attention. Also, authors assume that chronic illness might become a psychologic
burden to a physician and may influence quality of the physician consultation. Interestingly,
we identified in our study that patients with 1 type of chronic diseases were much more
satisfied than patients who didn’t have any chronic disease. Although such tendency can be
explained with our findings. To be more precise, as we obtained high overall satisfaction of
patients with the physician-patient communication and as previous studies show that patients
with chronic illnesses look for mostly psychological support from physicians, patients with 1
type of chronic disease seem to get enough psychological support from the physicians during
their communication. While patients who didn’t have chronic disease, might have an acute
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case, which influenced much on their answer as they might want to get immediate remedy for
their disease, without paying any attention on the process of communication with physician
and being diagnosed from the very first consultation is not always reached. Further studies
are needed to justify the relationship between the presence of chronic diseases, comorbidities
and patient satisfaction with physician-patient communication in ambulatory care.

Scale on Patient satisfaction with physician-patient communication adopted from
Royal College of General Practitioners (Family Doctors in UK) was tested for the reliability
using Cronbach’s alpha test, where it was equal to 0.983, with average interitem covariance
equal to 2.148. So, scale has an excellent internal consistency, with questions constructed in a
manner which would give us consistent and meaningful results about the patient satisfaction
with physician-patient communication. Scale showed that patients were mostly satisfied with
the communication behaviors of doctors, which was analyzed through usage of 11 items.
Basically, patients were significantly satisfied with the information giving and discussing
options abilities of doctors. Thus, doctors seem to explain things clearly, exploring with
patients what they can do to improve patients health themselves, encouraging rather than
"lecturing” them. Patients were highly satisfied with shared-decision making process, rating a
making plan of action item of the scale as the leading one. Thus, doctors were found to
discuss the options, involving patients in decision making as much as patients wanted to be
involved, without being ignored during the consultation. Another point to mention is the way
how doctors encouraged patients to ask questions, through fully answering patients’
questions, explaining clearly, giving them adequate information, not being vague. Not so
highly, but still patients were also satisfied with positive attitude of doctors towards them,
being honest, but not negative about patients’ problems. All these results are consistent with
previous findings, where significant association was found between patient satisfaction with
provided care and communication characteristics of doctors, such as respect towards patients’
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thoughts and preferences, involvement of patients in decision making (Jenkinson et al.
2002;Joffe et al. 2003;Gesell, Clark, and Williams 2004).

At the same time, patients were relatively not satisfied with some aspects of the
consultations that they had with physicians. More precisely, some patients (24%) think that
doctors were not really listening to patients. There is a possibility that physicians couldn’t
pay close attention to what patients were saying, because of being disturbed by other external
factors like calls, quick visits of members of medical personnel to sign some documents, or
taking and looking at notes, computer during talking with patients. Such situations might lead
to loss of the link between the patients’ explaining their health status and formation of
possible diagnosis, as a result of which physicians had to ask patients to start telling
everything again. Definitely, such situations don’t occur intentionally, but doctors should
think about the possible ways of minimizing or elimination of such factors which affect the
quality of consultations with patients. Next aspect refers to the item of being interested in
patient as a whole person. So, patients want to be treated as an individual who needs
consistent attention to his or her unique situation. Thus, doctors should consider this aspect
and work on their style of communication with patients through asking relevant details about
patients’ life, their situation, not treating them as "just a number". Next relatively weak aspect
of communication with patients refer to making patients feel at ease. During the limited time
of the consultation, especially if it is a first acquaintance with patient, it is quite a challenging
mission to gain the trust of patient, but for the purposes of providing effective care, doctors
should try to be more friendly, open and warm towards patients, treating them with respect,
avoiding being cold or abrupt. In this regard, communication trainings for physicians and
health care providers can be recommended, to develop a patient-centered approach in medical

care. Although, we should note that treatment process depends not only on the physician, but
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also on patient. That is why trainings should also include patients to rise their education about
the patient-centered care.
Limitations

This study was conducted among patients who came to consult with specialists in the
offices of JSC "National Center for Neurosurgery”, where medical services are provided at
the expense of personal funds of citizens. It is also known that the National Center of
Neurosurgery is one of the leading clinics in Central Asia, providing a full range of
neurosurgical services, from diagnosis to rehabilitation of patients using the most modern
methods of treatment. Thus, the results of this study may differ significantly from the
situation, which is observed in public primary care outpatient clinics. Due to this potential
selection bias, our study sample may not be representative of the population of the whole city
or country. It leads to the problems of generalizing any conclusions on the aspect of
physician-patient communication to other city hospitals and polyclinics.

The main scale that was used which is patient satisfaction questionnaire from Royal
College of General Practitioners (Family Doctors in UK) was not widely validated in
previous researches which may compromise the validity of the current study. However, we
found a high reliability score of the scale in our sample and further validation of the scale in
local languages is recommended in future studies.

Finally, our study had a sample size consisting of 100 patients, which could be one of
the most potential causes of the frequent presence of statistically insignificant values in the
results. Further studies with more sample size are needed to increase the validity of the study
outcomes, that should be held in city hospitals and polyclinics where citizens get free medical
care from the state budget. Also, other independent variables can be added to derive another
possible predictors or factors influencing patient satisfaction with physician-patient
communication in outpatient care, such as frequency of patient’s visits to particular
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physician, time spent on the consultation, coverage of the visit by health care insurance if
service is not free.
Conclusion

Patient satisfaction measurement is an important tool in providing an effective, high
quality medical care which coincide with expectation of patients. In this regard, physician-
patient communication plays an important role in patient satisfaction with provided
consultations in the outpatient care. This pilot study adopted and introduced a validated tool
for the measurement of patient satisfaction with physician-patient communication. Generally,
patients were satisfied with physician-patient communication provided in outpatient care of
one of the clinics of Astana city, Kazakhstan. In addition, possible factors of patient
satisfaction with physician-patient communication were derived. Possible factors influencing
the rating of patients on satisfaction with physician-patient communication included
ethnicity, region, and number of chronic diseases. Communication behaviors of physicians
had a great contribution on general assessment of provided care. Further validation of the
used scale is recommended for the possible introduction into the practice of healthcare

organizations.
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N NAZARBAYEV
APPENDIX 1a. @ UNIVERSITY

Research topic: Patient satisfaction with physician-patient communication in
outpatient care: Pilot study

I/ /2018/__
QL. Sex: 4, Retired
1. male 5. Casual worker
2. female 6. Not working due to ill health
7. Housewife
Q2. Age: 8. Other (specify):
1.18-24
2.25-34 Q7. Average personal income per month:
3.35-44 1. Less than 50,000 tenge
4. 45-55 2.50,001 - 100,000
5. over 55 3. 100,001 - 150,000
4. 150, 001 — 200, 000
Q3. Marital status: 5. More than 200,000
1. single
2. married Q8. Region:
3. divorced or separated 1. Almaty city
4. widowed 2. Astana city
5. cohabiting 3. Akmola Region
4. Aktobe Region
Q4. Educational attainment: 5. Almaty Region
1. primary school 6. Atyrau Region
2. secondary school 7. Karaganda Region
3. college/diploma 8. Kostanay Region
4. university/degree 9. Kyzylorda Region
5. postgraduate 10. Mangistau Region
11) Pavlodar Region
Q5. Ethnic origin: 12) North Kazakhstan Region
1. Kaza_kh 13) East Kazakhstan Region
2. Russian 14) South Kazakhstan Region

3. Other (specify): 15) West Kazakhstan Region

Q6. Occupational status: 16) Zhamby! Region

1. Unemployed
2. Employed full-time
3. Employed part-time
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APPENDIX 1la (Continue).

Information about health

Q9. Do you have a chronic disease?
1. yes
2.no

Q10. If yes, how many chronic diseases do
you have?

1.1

2. 2

3. 3

4. More than 3

Q11. How would you rate your overall
health?

Very good

Good

Satisfactory

Poor

Very poor

agrwNDE

Patient satisfaction with physician-patient communication

Please rate the doctor at:

Q12a. Making you feel at ease... (being
friendly and warm towards you, treating you
with respect; not cold or abrupt)

Poor to Fair

Fair

Fair to Good

Good

Very Good

Excellent

Outstanding

NooprwNE

Q12b. Letting you tell "your" story...
(giving you time to fully describe your
illness in your own words; not interrupting
or diverting you)

1. Poor to Fair

2. Fair

3. Fair to Good

23

Good

Very Good
Excellent
Outstanding

No ok

Q12c. Really listening... (paying close
attention to what you were saying; not
looking at the notes or computer as you were
talking)

Poor to Fair

Fair

Fair to Good

Good

Very Good

Excellent

Outstanding

NooakowhE



APPENDIX 1a (Continue).

Q12d. Being interested in you as a whole
person... (asking/knowing relevant details
about your life, your situation; not treating
you as "just a number")
1. Poor to Fair
Fair
Fair to Good
Good
Very Good
Excellent
Outstanding

Noakown

Q12e. Fully understanding your concerns...
(communicating that he/she had accurately
understood your concerns; not overlooking
or dismissing anything)
1. Poor to Fair
Fair
Fair to Good
Good
Very Good
Excellent
Outstanding

Noakown

Q12f. Showing care and compassion...
(seeming genuinely concerned, connecting
with you on a human level; not being
indifferent or "detached")
1. Poor to Fair
Fair
Fair to Good
Good
Very Good
Excellent
Outstanding

Noakown

Q12g. Being positive... (having a positive
approach and a positive attitude; being
honest but not negative about your
problems)

1. Poor to Fair

2. Fair

3. Fair to Good

4. Good

5. Very Good

6. Excellent

24

7. Outstanding

Q12h. Explaining things clearly... (fully
answering  your questions, explaining
clearly, giving you adequate information;
not being vague)

Poor to Fair

Fair

Fair to Good

Good

Very Good

Excellent

Outstanding

NogakrowdhE

Q12i. Helping you to take control...
(exploring with you what you can do to
improve your health yourself; encouraging
rather than "lecturing™ you)

Poor to Fair

Fair

Fair to Good

Good

Very Good

Excellent

Outstanding

NogakowhE

Q12j. Making a plan of action with you...
(discussing the options, involving you in
decisions as much as you want to be
involved; not ignoring your views)

Poor to Fair

Fair

Fair to Good

Good

Very Good

Excellent

Outstanding

NogakowdhE

Q12k. Overall, how would you rate your
consultation with this doctor today?

Poor to Fair

Fair

Fair to Good

Good

Very Good

Excellent

Outstanding

NogakowhE



INJ NAZARBAYEV
APPENDIX 1b. @ UNIVERSITY

3epTTeyaid aTaybl: AMOYIaTOPIIBIK-EMXaHAIBIK KOMEKTET1 TAIUEHTTEPIIH Jopirep MeH
MAIMECHTTIH KOMMYHHUKAITUSCBIMEH KaHaFaTTaHybl: [IMIOTTHIK 3epTTey

[ [2018/

Q1. Ci3aiH XBIHBICBIHBI3 KaHIai? 4. 3elineTkep

1. Epkex 5. TypakceI3 KyMbICTa

2. Oiien 6. JleHcaybIFbIHBIH HAIIAPJIBIFBIHAH KYMBIC
Q2. Ci3aiH >KaChIHbI3: ICTeMEAMEIH

1. 18-24 7. Y11 mapyacblHIaFbl olen

2 25.34 8. backa (aHBIKTaHbI3)

3. 35-44

4. 45-55 Q7. bip aitnarsl opraiia TaObICHIHbI3:

5. 55-ten acram 1. 50 000 TenreneH a3

2.50,001 - 100,000

Q3. Otbackl xargaibIHBI3: 3.100 001 - 150 000

;- ngjﬁi eerec (6ackr Goc) 4. 150, 001 - 200 000
' 5. 200 000-nau actam
3. AsbIpackaH
4. XKecip Q8. Ci3 Kaii aifMaKkTaHChI3?
5. A3aMaTTBIK HEKesle 1. AMaThl Kanacsl
2. AcrtaHa Kajacel
Q4. biniM JIeHreHinbI3: 3. AKMona 00JIBICH
1. Bacrayblin MekTen 4. AkTebe 00IIBICH
2. Komnemxk / quminom 5. AJMaTBI 0OJIBICHI

3. YHuBepcurter / gopexe

6. ATbIpay 00JIBICHI
4. JIOKTOPIBIK

7. Kaparaubsr 00JIBICHI

8. KocraHnaii 00JIBICHI

9. Ke3bu1opa 06J1bICH

10. ManfrbicTay OOJIBICHI

11. IMTaBnonap 00ABICH

12. Contycrik Kazakctan o0bICH

Q5. CizgiH YITHIHBIZ?
1. Kazak
2. Opsic
3. backa (aHbIKTaHBI3)

Q6. Kaci6u xarnailbIHbI3: 13. lIereic KazakcTan 00IBICH
1. XKyMbIcchI3 14. Onrycrik Kazakcran 00JIbICH

15. batsic KazakcTtan 00JIBICH

2. TonbIK )XYMBIC KYHI1
16. YKaMOBIT O0JTBICHI

3. TonbIK eMec )KYMBIC KYHI1
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APPENDIX 1b (Continue).

JleHcayIbIK KaWJIbl aKIapaT

Q9. Cizne co3putMasl aypy 6ap ma?
1. uo

2. XKOK

Q10. Erep comnaii 6osca, KaHIa CO3BLIMAIIBI
aypynap 6ap?

1.1

2.2

3.3

4. 3-TeH apThIK

Q11. OKanmeimama — J€HCAYIBIFBIHBI3AbI
Kajai Oaranaiicei3?

1. Ote KaKChl

2. XKakcel

3. KanarartaHapibik

4. Hamap

5. Ote Hawap

IHauueHTTiH J9pirep MeH NAUEHTTIH KOMMYHMKAIUACBIMEH KAaHAFATTAHYbI

Tomenoezi kpumepuiiiep boubIHUA
Oapizepze baza bepinis:

Q12a. Ci3 e3iHI3Al eMiH-epKiH CEe31H/iHI3 2 KaH?FaTTaHapHBIK
3. KeHin Tomapibix
4. Xaxkcsl

5. OTe KaKChl

(mopirep ci30eH TOCTHIK KapbhIM-KaThIHACIICH
TIJIeCTi, KYPMETIICH KapaJbl, CYbIK HEMece
JepeKi eMec)

1. KanaraTTanapibIkTail Aepiik

2. KanaraTTanapibiK

3. KeHin Tomapnbik

4. XKaxcor

6. Kepemer
7. Tamarmra

Q12c. Mykusatr TeIHAAHAB (ci3  ©31HI3
TypaJIbl alTKaH Ke3Je, napirep
KOMIThIOTEp/IC JKa30aHbl caKTayFa Ha3apblH
OenMel, alTKaHIAPBIHBI3FA EpPEKIe Hazap
ayaappl)

1. KanaraTTaHapibIKTail Aepiiik

2. KanaraTTaHapJibIK

3. KeHin Tomapmibik

4. Kaxcor

5. OTe )KaKchl

6. Kepemer

7. Tamama
12b. Cizre o3iHI3IIH TApUXBIHBI3IBI AUTY
MYMKIHZITiH Oepai (IIaFbIMBIHBI3ABI erKel-
TEKEHIIl CUIaTTay YIIiH yakbIT Oep/i)

1. KanaraTTanapisIKTai 1epiik
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APPENDIX 1b (Continue).

5. Ote xkaxkchl
6. Kepemer
7. Tamama

Q12d. Ciz popirepai amam  peTiHze
KBI3BIKTBIPABIHGI3 (Ci3iH OMipiHi3 TypaJIbl,
CI3/IIH KaFJIalbIHbI3 TYypabl KbI3BIKTHI, Kai
FaHa CaH PeTiHIe Kapamabl).

1. KanararraHapibIKTai Iepiiik

2. KanaratTtaHapiibIK

3. KeHin Tomapibik

4., Kaxkcel

5. OTe KaKChl

6. Kepemer

7. Tamama

Q12e. CizniH anaHAayIIbUIBIKTAPBIHBI3IbI
TOJBIFBIMEH TyCiHAI (mikipiH — Ourmipim,
aaHay I bUTBIKTAPbIHBI3IbI Cce3iH/l,
eyleMey/eH 0ac TapTThI)

1. KanaraTTanapnbIKTail epiik

2. KanaratTanapibiK
3. KeHin Tomapibik
4. XKaxkcor

5. OTe )aKChl

6. Kepemer

7. Tamama

Q12f. Cisre KaMKOPJIBIK IMEH YKAHAIIBIPIIBIK
TaHBITTHl (IIBIH MOHIHJE aNaHAayIIbLUIBIK
O11aipTTI, ci30€H TyJIFa peTiH/ie KaThIHACHI,
OeiikaM 0OIMaIbI)

1. KanaraTTaHapipIKTail AepIiuik
2. KanararraHapibik

3. KeHixn Tomapibik

4. YKakcrel

5. OTe KaKCHl

6. Kepemer

7. Tamamma
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Q12g9. On OGonmel (mopirep TapamblHAH OH
Ke3Kapac Oalikasbl, Ci3JliH
npo0IeMaIapbIHBI3FIbI THIHJIay/1aH,
TYCIHY/ICH Tepic aifHaJIMa/IbI)

1. KanarartanapisIKTail 1epiaik

2. KanararranapJibIK

3. KeHin Tomapibik

4. YKaxkcel

5. OTe )KaKCchl

6. Kepemer

7. Tamamra

Q12h. Aknapat aHBIK  TYCIHIIpiIIi
(cayanmapra TONBIK jkayan Oepnai, O6apabap
aKmaparIieH KaMTaMachl3
MYMKIiH/IITiHIIE alKbIH OOJIIbI)

erTi,

1. KanararraHapibIKTail qepiik

2. KanaraTTaHapJibIK

3. KeHixn Tomapibik

4. XKakcor

5. ©Te KaKChl

6. Kepemer

7. Tamama
Q12i. JKarmaiiapl OakpulayFa KOMEKTECTI
(cizre kKaHmail em-miapaiapibl KaObuiiayra
OOJIaTBIHBIH KAWLl OasHIAAbI, KAl JIEKIUI
OKY apKblJIbl FaHa €MEC, Ci3/1 bIHTAJAHIBIPY
ApKBLIBI)

1. KanarattanapibIKTai 1epiik

2. KanaraTTaHapJibIK

3. KeHin Tomapmibik

4. XKakcor

5. OTe )aKChl

6. Kepemer

7. Tamama

Q12j. Ci30en Oipre emzey >xocmapbiH
JarbIHAab! (CI3111H MiKipiHI3re KYJIaK acThl,
aJl IenriM KaobUiaayaa eH aaabIMeH Ci3/iH
OMBIHBI3 ECKEPLII)



1. KanarattanapabsIKTail Aepiik
APPENDIX 1b (Continue).

2. KanarattaHapibIK
3. Kenin Tomapmsik
4. YKakcel

5. OTe KaKChl

6. Kepemer

7. Tamama

Q12K. JKanmbl, OChI IopirepMeH 6TKEH

KOHCYJIbTAIUSHBI Kamail Oaranaicei3?
1. KanarartanapisIKTail aepiik

2. KanaratTaHapibiK

3. KeHin Tomapibik

4. XKaxcor

5. OTe Kakchl

6. Kepemer

7. Tamama
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APPENDIX 1c.

N NAZARBAYEV
& UNIVERSITY

HaunmeHnoBaHme uccjie0BaHusi: Y JOBIETBOPEHHOCTD TAIUEHTOB KOMMYHHMKALUEN
Bpaya U NanueHTa B amOynatopHoi nomomuu: [lunotHoe uccnenoBanme

|1 _j018/

Oomas ungopmanms

Q1. YkaxuTe cBOU TOJ
1. Myxckoit
2. XKenckuit

Q2. Bam Bo3pacr:
18-24
25-34
35-44
45-55
Bbonee 55

Q3. CemeiiHOE TIOJIOKCHHE:
He 3amyxemM/He keHAT
3amyxem/KeHaT
Pa3Benen/(-a)
Bros(-a)/(-em)
CoxwurenscTBo/I pakanckuii Opak

TEWNRP A OB WD R

Q4. O6pazoBanmue:

HavansHas mkoina
Cpennsisa mkomna
Komnemx / qurmom
YHUBEpCHUTET / CTETICHb
JlokTopaHTypa

N

Q5. Bamra HarmoHaaIbHOCTE?
1. Kaszax (ka3amika)
2. Pycckuii (pycckas)

3. Jpyroe

Q6. [TpodeccnoHATBHEBIN CTATYC:
1. be3paboTHbIii
2.TlonHbIi pabouuii 1eHb

29

3.He nonubIii pabouwnii 1eHB

4.1lencuonep

5.HenocrosiHHBIN paOOTHUK

6.He paGotaer wu3-3a
COCTOSIHUS 3JT0OPOBBS

7. Jlomoxo3siika

8. Ipyroe, ykaxure

IIJ10XO0TI0

Q7. CpenHuMiA TUYHBIA TOXO/ B MECSII;
Menee 50 000 Tenre

50 001 - 100 000

100 001 - 150 000

150, 001 - 200 000

Bonee 200 000

agrwONDE

Q8. C kxakoro BsI pernona?

r. AnMaThbl

r. Acrana

AxMonuHCKas 00J1acThb
AxTroOuHckas 00j1acThb
AnmaruHckas 00J1acTb
ATsIpayckas 00J1acTh
Kaparannunckas o6nactb
Kocranatickas 001acTh

. Kb3pumopaunckas obnactb

10 Masnrucrayckast 061acTb

11. TTaBnomapckas 06y1acTh

12. CeBepo-Ka3zaxcranckas obiaactb
13. Bocrouno-Ka3zaxcranckast 001acThb
14. 1Oxn0-Ka3axcranckas 00y1acTb
15. 3anaguno-Kaszaxcrauckasa 0061acTh
16. XKamObLnckas 00J1acTh

CoNo~WNE



APPENDIX 1c (Continue).

HNudpopmanus o 310poBbe

Q9. V Bac ectb XpoHUYECKasi 00JIC3HB?
1. na
2. Her

Q10. Ecnu 512, TO CKOJIBKO y BaC XpOHHUUYECKUX OOJe3HEH?

1.1
2.2
3.3
4. donee 3

Q11. Kak BBI OIICHUBAETE CBOE OOIIEE COCTOSTHUE 37]0POBHS?

1. Ouens xoporio

2. Xoporio

3. YI0BIETBOPUTEIHHO
4. I1noxo

5. OyeHp M10X0

y}IOBJ'IeTBOPeHHOCTI) MNanmMeHToOB KOMMyHI/IKaIII/Ieﬁ Bpa4ya 1 nmalnmeHra

Toowcanyticma, ouerume epava no
CLEeOVIOWUM KDUMEDUSIM .

Q12a. Bor YyBCTBOBAJIU celst
HEMPUHYXJIEHHO (Bpau ObLI ApYKelto0eH
¢ Bamu, oTHOCHIICS ¢ yBakeHHEM, HE ObLT
XOJIOAHBIM WM IPyOBIM)

[ToutH yn0BIETBOPUTEIBLHO

VY 10BI€TBOPUTENBHO

[TouTtn xopomro

Xopouio

OueHpb X0po1Io

OtiinyHO

[IpeBocxomHO

NookrwnpE

Q12b. Jlam Bam BO3MOXHOCThH paccKa3aTh
CBOIO HCTOpHWIO (BbLAENUI Bam Bpewms,
yT00bl BBl TOApOOHO ommcanmu Bamm
XKaJo0bI)

[Toutu y1oBIETBOPUTETHHO

Y 10BNETBOPUTENHHO

[TouTtn xopomro

Xopormio

OueHb xopo1o

OTnau4HO

IIpeBocxoaHO

NoookrwnpE

30

Q12c. BuumarenbHo ciyman (yzensa
ocoboe BHHUMaHHE TOMYy, 4dYTO BB
TFOBOPWIM, HE OTBJEKasCb Ha BEICHUE
3amuced, Ha KOMIIBIOTEp, TIIOKa BBl
pacckasbIBau o cebe)

IToutH yaOBIETBOPUTEIBHO

Y 10BIETBOPUTEIILHO

[TouTn xopomio

Xopouio

OueHb x0po1110

OtnnuHO

[IpeBocxoaHO

NogakrownE

Q12d. Bwut 3auHTepecoBaH B Bac kak B
JUYHOCTH  (CIIpalivBasi/y3HaBasl JIeTalH
KacaTenpbHO Bameit xu3uHm, Bamei
cuTyaluu; u3beras OTHOIIEHUS KaK K
«IIPOCTOMY YHUCITY»)

1. Tloutu ynOBIETBOPUTENHHO
VY 10BIIETBOPUTENTBHO
[TouTtn xopomio
Xopomio
OueHb XOpoIIo
OTan4HO
IIpeBocxonHO

No gakown



APPENDIX 1c (Continue).

Q12e.
OecriokoicTBa (BBIpaXkasi CBOE MHEHUE,

IlonHocThri0O moHMMan Bamm

YyBCTBA IO MOBOJAY BalllUX OECIOKOWCTB,
n30erass UTHOPUPOBAHUS)
1. Tloutu yOBIETBOPUTEIHHO
Y 10BNETBOPUTEIBHO
[TouTtn xopoiio
Xoporo
OueHb xopo1Io
OTan4HO
IIpeBocxosiHO

No oo

Q12f. IlposiBisi 3a00Ty W COYYBCTBHE
(mokasancst MCKpEeHHE O00ECIIOKOCHHBIM,
KOHTaKTHpYs ¢ BaMu Kak ¢ TMYHOCTBIO, HE
ObLT Oe3pa3IudcH)

[Toutn ypoBieTBOPUTETHLHO

Y 10BIIETBOPUTEIBLHO

[TouTtn xopomo

Xopomo

OueHpb X0po1I0

OTiinyHO

IIpeBocxoaHO

Noook~owhE

Q12g9. bein mo3uTHBHBIM (HAOIIOJATOCH
MO3UTUBHOE OTHOIIEHHE M TO3UTUBHBIM
MOAXOJl CO CTOPOHBI Oynyuu
YeCTHBIM, HO HE HETaTWBHBIM K Bammm

Bpaua,

npobieMam)
1. Tloutu ynOBIETBOPUTEIHHO
Y 10BIETBOPUTEIBEHO
[TouTtn xopomro
Xopomuio
OueHpb X0po1Io
OtnnyHo
[IpeBocxomHO

No ok~ owd

Q12h. BEIU
(TOJTHOCTRIO OTBeuast Ha Barm BOIpPOCHI,

[lonatHo  OOBACHAN
MPEeIOCTaBIII aJeKBATHYIO HH(OpMAIHIO,
OyIy4r Kak MOYKHO KOHKPETHBIM)

1. Tloutu yOBIETBOPUTEIHHO

2. YIIOBJIETBOPHUTEILHO

3. Tloutm xopor1ro
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4. Xopormio
5. Ouens xopoIro
6. OtauuHO
7. TlpeBocxoaHo
Q12i. [Tomorast KOHTPOJIHPOBATH

cutyanuio (u3ydas ¢ Bamu kakue Mepbl
MOKHO NPEAIPUHATh, MOTUBUPYs Bac, He
npocto ynTas Bam nekuuio)
1. Tloutu yOBIETBOPUTENHHO
Y 10BIETBOPUTETBLHO
[TouTtu xopoiio
Xoporio
Ouens xopo1Io
OTnnanO
[IpeBocxomHO

No ok own

Q12j. Cocramisi 1iaH jaeiictBuu ¢ Bamu
(obcyxman
MaKCHMaJIbHO BKJIIOYas Bac B IPUHITHH

BapHuaHThbI JICUCHMUA,

peleHus, He uUTHOpupYys Bariu B3risias1)
1. Tloutu yOBIETBOPUTENHHO

VY 10BIETBOPUTEIILHO

[Toutn xoporiio

Xopomo

OueHpb X0po11I0

OTnau4HO

IIpeBocxoaHO

No gakow

Q12k. B memom, kak Obl Bbl oueHuIn
KOHCYJIBTAIIMIO C ’TUM BpauoM?
1. Tloutu yIOBIETBOPUTENHHO
VY 10BETBOPUTETBHO
ITouTu xoporro
Xoporo
OueHb xopo1o
OtanuHo
IIpeBocxoaHO

No oabkow
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Verbal Informed Consent

Study Title: Patient satisfaction with physician-patient communication in outpatient care:
Pilot study

Investigators: Dr. Raushan Alibekova, Dr. Alessandra Clementi, Aigerim Tursynkhan

This study will identify the association between the patient satisfaction and doctor’s
communication in outpatient care. Before we begin, let me describe what this study involves.
| am conducting a survey among patients to determine the patient satisfaction with physician
— patient communication in outpatient care at the JSC “National center for neurosurgery” and
to identify factors associated with patients’ satisfaction with provided care. Such study is
important for improvement of physician-patient communication which will then enhance
patient involvement and adherence to treatment, will influence patient satisfaction, health
care utilization, and improve the health care quality of JSC “National center for
neurosurgery” and other medical institutions in the future.

Participation should take about 10 minutes. Participation is voluntary. You will be asked to
fill out the questionnaire with 24 questions. There are no risks expected that are greater than
you would normally encounter in your daily life. Your participation will benefit my study. |
will use this information obtained from you only for the purpose of the research. Your
individual data will not be associated with your name in any way and will be kept
confidential.

You will not be penalized in any way for deciding to stop participation at any time. If at any
time you would like to stop participating, please tell me. We can take a break, stop and
continue at a later date, or stop altogether.

You will not receive any financial rewards for participating. However, you will make a great
contribution for this research by participating in it.

Do you have any questions? If you have questions later, you may contact the investigator,
Master of Public Health student at the School of Medicine of Nazarbayev University.

Are you interested in participating in this study?

YES []
NO []

Participants Identification Code (not name):

Date:
Time:

Investigator: Aigerim Tursynkhan
Contact Information: 8-701-847-33-19, atursynkhan@nu.edu.kz
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AybI31Ia Heri3/1e/IreH KeJiciMm

3eprTeyain aTaybl: AMOYIaTOPIIBIK-€MXaHAIBIK KOMEKTET1 MAIMEHTTEPIIH Jopirep MeH
MAIUEHTTIH KOMMYHHKAIUSICBIMECH KaHaraTTanybl: [IMIOTTRIK 3epTTey

3eprreyuriiiep: Aiirepim Typceiaxan, Payman Omibekosa, Aneccanapa KinemenTn

Ochbl MUIIOTTHIK 3€PTTEY/IE Iopirep MeH aMOyIaTOPHUSIIbIK-eMXaHAIbIK KOMEKKE OaillaHbICThI
HayKacTapblH KaHaraTTaHybl KapacTeipbuiajpl. CayanHamanbl Oactamac OypbIH, OCBHI
3epTTeyIiH KbICKallla cumarramacblH Oepeifin. Cunarrama OepreHHEH KeiliH, ci3 OChl
3epTTeyre KarbiCy Typalbl IemiM KaObuimaid —amachl3. 3epTTeyIdiH  MakcaTbl -
«Heitpoxupyprustasiy, ¥ a1k Opransrs» AK aMOynaTopislk-eMXaHaIbIK KOMEKKE 1apirep
MEH HAyKACThIH XabapiiaybIMeH NalMeHTTePAiH KaHAaraTTaHy JACHICWiH aHbIKTay OOJIBII
taObutanpl. COHBIMEH KaTap, cayalHaMaHBIH KeJeci MakcaThl MAaIleHTTIH [opirep MeH
HAyKaC apachbIH/Iarbl KapbIM-KaThIHACKA KaHAFaTTaHYbIHA 9CEp eTETiH (paKTOpJIap.Ibl 3ePTTEY
6oubin TabbuTazBl. OCkl 3epTTey apKbpUIbl 013 «Heltpoxupyprustasiy ¥ n1ThiKk OpTansirsny AK-
HBIH MEIULMHAIBIK KbI3MET KOPCETY CalachlH JaMbITy cajlalapblH aHBbIKTayFa KOMEKTecel
neredH ymitremi3. Ocbl TakbIpbIlKa KaTbICThl Ci3fiH MiKipiHI3 013 yurH eTe MaHbBAbl Ci3
OCBI 3epTTeyre KaThICy YILIH Ke3/IeHCOK 1pIKTey d1iciMeH TaHIanabIHbI3. OChl cayaTHaMaHbI
TOJNTBIPYBIHBI3ABl CypaliMbIH. TONBIK KYNUSIIBUIIBIK JKOHE AaHOHUMJIK CaKTajlaThIHbIHA
kenuigik OepemiH, Ci3lIH KayanTapblHbI3 TEK 3€pTTEy MaKcaTTapblHIa >KallbUIaHFaH
TYpiHIIe MalJanaHbuIaTeiH Oonaabl. CayanmHamana 24 cypak Oap >koHE OHBIH y3aKThIFbl 10
MHWHYTTaH acIanpl.
Ci37iH aTbI-)KeHIHIH aHbIKTAJIMal bl )koHE OapibIK aKmapat *acblpblH TypAe Kanajbl. CizieH
aTBIHBI3/IbI ’Ka3YBIHbI3 HEMECE KYXKaTKa KOJI KOIOBIHBI3 CypaIManbl.

By sxo00a cizre MUHMMAIABI TOyeKen TyFbI3aasl. Erep, kanmaii na Oip cypakka xayan oepy
BIHFAMCBI3/IBIK TYFbI3Ca, OFaH jkayarl OepMeid, Keeci Cypakka Kellyre HeMece cayalHaMara
KaTeIcys1aH 0ac TapTyra OoJsajpl.

Ci3 ochI 3epTTeyre KaThICyFa KemiciMiHi3mi Oepecis 6e?

J4(S)
XOK

Katbicymbliap/siH ColfKecTeHAIpy KOJIBI (aThl €MEC):
Kyni:
VY aKpITHI:

3eprreyui: Aitrepim Typcbiaxan
baiinansic Tenedonsl xoHe ar.aapec: 8-701-847-33-19, atursynkhan@nu.edu.kz
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YcrHoe ungopMUpOBaHHOE corJiacue
Hazpanue uccnenoBanusi: ¥Y/10BJ1eTBOPEHHOCTh NAllMEHTOB KOMMYHHUKAaLMeli Bpaya u
nanueHTa B aMOyJaropHoii mnomouu: InioTHoe uccsieoBanue
®UO uccnenoareneii: Payman Anundexosa, Aneccanapa Kiementu, Aiirepum TypchiHXaH

B naHHOM NUIOTHOM HccCleqOBaHUM OylIeT paccMOTpeHa IpobiieMa YAO0BJIETBOPEHHOCTH
MAIMeHTOB KOMMYHHKAIMEH Bpaya M MalfenTa B aMOynaTopHoil nomomu. [Ipexae uem Mbl
HayHeM, I103BOJIbTE MHE OIUCaTh, YTO BKIIIOYAET B cebst 3T0 uccaenoBanue. [locie Toro, kak
s pacCKa)ky BaM 00 3TOM HMCCJIEJOBAHUH, BBl MOKETE PEIIUTh, XOTUTE JIU BBl IPHHATH B HEM
ydactue WIH HeT.

S mpoBOXy oOmpoc, 4YTOObI ONpPENEeNUTh YPOBEHb YAOBJIETBOPEHHOCTH IALMEHTOB
KOMMYHHKAIIMEH Bpaya U manuenTa B amOymnaropHoii nomomm AO «HannonaasHOTO HIEHTpa
Helipoxupyprun». Kpome T0oro, 11e7b10 3TOro ONpOCHUKA SBISETCS UCCIe0BaHue (HakTOpPOB,
BIUAIOIIMX Ha YJIOBJIETBOPEHHOCTh NALMEHTOB KOMMYHHMKAIMEW Bpada M mnanueHTa. Sl
HaMepeBaloCh MPOBECTH O3TOT ONPOC CPEAM MAaLUEHTOB, KOTOpblE OYyIyT MpPOXOJIUTh
KOHCYJIbTAllMI0 y Bpaded amOynaTOpHOH mnomouu. OTO HCCIEIOBAHUE HMEET Ba)KHOE
3HAYEHHUE, IIOCKOJIBKY OHO IIO3BOJHUT Y3HaThb TEKYIIEE COCTOSAHHE YAOBICTBOPEHHOCTH
NaleHToB aMOynaropHoi nmomompio B AO «HannoHanbHOro 1EHTpa HEMpOXUpyprum» u
IIOMO>KET OIIPENEIIUTD ITyTH YIy4UIEHUSI YPOBHS OKa3bIBAEMON MEAUIIMHCKON ITOMOILH.

Bame yuyactue B onpoce 3aiimer He 6os1ee 10 MunyT. Yuactue siBiisercsa 1o00poBoiIbHBIM. Bac
MIOTIPOCAT 3aOJHUTh aHKeTy ¢ 24 Borpocamu. HeT HUKaKuX 0XKHMJaeMbIX PUCKOB, KOTOpBIE
OBl OBLIH BEIIIE TCX, C KOTOPbIMU BBI CTAJIKHBACTCCh B cBOEH HOBCGI[HGBHOI\/’I ku3HHU. Barre
y4JacTHe NpUHECEeT MOJb3y TaHHOMY HccienoBaHMio. MHpopmarnus, nmoigydeHHas OT Bac,
OyZeT MCIOJIb30BaThCs TOJBKO JJIs IieJiel McclieioBaHus. Bamm jauuHble JaHHbIE HUKOUM
o0pa3oM He OyIyT CBS3aHbI C BalllUM UMEHEM U OYyIyT COXpaHEHbl B KOH(PHIECHIIMATBLHOCTH.

Ecnu Bel npumere perieHust 0 NpeKpalieHny y4acTHsl B OIIPOCe, 3TO He MOBJEYET 3a co0oM
HUKakuX mnocienctBuil. Ecnu B m000e BpeMs Bbl 3aXOTUTE MPEKPaTUTh CBOE YYacTHe,
NoKajayhcTa, JaWTe MHE 3HaTb. MBI CMOXEM cIenarb IEepephlB, MPUOCTAaHOBUTH U
MIPOJOJIKUTD MO3XKeE, 1m0 MOJIHOCTHIO MIPEKPATUTD orpoc.

Bame ywactne He OyneT KOMIEHCHUPOBATHhCS (DMHAHCOBBIM BO3HArpaKJaeHuEeM. Tem He
MeHee, BBl BHeceTe OONBIION BKJIAaL B JTO HCCIEJAOBAaHWE, YYacTBYS B HEM.
Ecim y Bac BO3HUKHYT BOMIPOCHI I0O3)KE, BBl MOXETE OOPATHTHCS K HCCIIEIOBATEIIO,
CTYJCHTY MAarucTpaTypbl MO OOIIECTBEHHOMY 3JpPAaBOOXPAHEHHI0O B METUIIMHCKOMN IIKOIe
HazapOaeB YuuBepcurera, Afirepum Typceiaxan 1o Ttenedony: 8-701-847-33-19, wm
INEKTPOHHOU MoyYTe: atursynkhan@nu.edu.kz

Bol 3aMHTEPECOBAHBI y4acTBOBAaTh B TOM UCCIIEOBaHUN?
AA [ ]

HET [ ]
WnentudukannoHHbIi KOJ{ YYaCTHUKOB (ne umsi):
Hara:

Bpewmst:
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